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PREFACE

Ban Ki-moon

United Nations Secretary-General 

Fifteen years ago, AIDS was shattering families, communities and entire nations.  
But the AIDS epidemic also united the world behind efforts to stop and reverse the  
toll, and to ensure that people everywhere have access to life-saving medicines. 
Millennium Development Goal 6 played a central role in this massive global mobilization 
to scale up action against one of the most complex and devastating development chal-
lenges of our times. 

The AIDS response has been like no other. From the start it has put the focus on people 
and put their needs first. It has been a turning point for the recognition of health as a 
human right. And it has brought extraordinary results on treatment and prevention alike. 

The world has achieved the AIDS targets of Millennium Development Goal 6. The 
epidemic has been halted and reversed. In the year 2000, fewer than 700 000 people were 
receiving antiretroviral medicines; today, some 15 million people have access, meaning 
that we have reached one of the most important treatment goals in history. 

Over that same period, new HIV infections have declined by 35%. I am particularly 
encouraged by the progress in making sure all children are born HIV-free. Today there 
are 58% fewer new HIV infections among children than there were 15 years ago. I am 
confident we can get to zero new HIV infections among children soon.

We have also brought to light the darkness of discrimination. None of this could have 
happened without the leadership of people living with HIV and the partners on the 
ground around the world who believed that we could effectively fight stigma—and who 
made sure that we did. 

This milestone shows that, together, we can set ambitious, even aspirational, goals, achieve 
them and then reach for more. Indeed, a new objective is now before us: ending the AIDS 
epidemic by 2030. 

The activism of the AIDS response has brought important lessons for our future work 
across the development agenda. We now realize the importance of the full physical, 
emotional, sexual and mental health of the individual. We also recognize that we must 
have the courage to address difficult issues affecting society—human rights, education, 
security, the law, gender equality and social inclusion. 

Ending the AIDS epidemic as a public health threat by 2030 is ambitious, but realistic, as 
the history of the past 15 years has shown and this book illustrates. We also know that it is 
essential to a fair and equitable future. I look forward to working with all partners to build 
a sustainable, equitable and healthy future for all. 
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FOREWORD

Michel Sidib� 

UNAIDS Executive Director 
United Nations Under-Secretary-General

We have reached a defining moment in the AIDS response. Against all odds, we have 
achieved the AIDS targets of Millennium Development Goal 6. 

AIDS changed everything.

The epidemic frightened us to the core, brought death to our door and opened our eyes to 
the injustice of stigma and discrimination faced by the most vulnerable people among us. 
In 2000, with a crisis before us, the world responded at a magnitude not seen before. 

Together, we have faced down some of the most difficult issues in society and persevered 
on the side of equity and justice. We have ensured that advancements in science are 
reaching everyone, everywhere. And always, we are asking ourselves—“what is next?” 

Next, my friends, we must finish what we started. As part of the sustainable development 
goals we must set our sights on ending the AIDS epidemic by 2030. 

We have seen that the AIDS response is a powerful pathfinder. As we strive to end this 
epidemic as a public health threat, we are also on a path towards better health, education 
and employment for families and communities. 

It is inspiring how partners in the AIDS response have time and again reached for what is 
best rather than what is good enough. From equal access to services and quality medicines 
to the protection of rights and promotion of respect and dignity—we have followed the 
evidence and we have followed our hearts. 

The Millennium Development Goals in 2000 were just the beginning. Two Security 
Council resolutions and three subsequent United Nations Political Declarations 
demanded more of us, putting the focus on setting more and more ambitious targets. In 
2011 world leaders called for reaching 15 million people with life-saving HIV treatment 
by 2015. And that is exactly what the world did—ahead of schedule. 
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In 15 years we have reduced the number of new HIV infections from 3.1 million 
[3.0 million–3.3 million] to 2.0 million [1.9 million–2.2 million]. If we had stayed compla-
cents 30 more million people would have been infected with HIV, 7.8 million more would 
have died and 8.9 million more children would have been orphaned due to AIDS.

The AIDS movement demonstrates that with a shared vision, shared responsibility and 
through global solidarity and leadership of people living with HIV, affected communities 
and individual action, we can change the course of history. We can turn hopes into 
expectations into non-negotiables. 

The unprecedented progress we have made would not have been possible without the 
leadership of Secretary-General Ban Ki-Moon and his predecessor Kofi Annan. On behalf 
of all of us in the AIDS response we thank you. 

In these pages are valuable insights and ground-breaking and heart-warming experiences 
from the innovative and exciting work that partners, communities and countries have 
done and are doing in the AIDS response. There are also heart-breaking stories about the 
challenges that still remain.

We expect there are many lessons learned that could add value towards the new global 
goals as a model for a people-centred approach for development. This is the legacy we 
bring to future generations.

And friends, I hope today’s shared success inspires all of us to move aggressively forward 
tomorrow. The next five years will be especially critical to lay the foundation. If we 
frontload investments and Fast-Track our efforts over the next five years, we will end the 
AIDS epidemic by 2030. 

Let’s get to work and get it done. 
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Then Now Future

People living with HIV on 
antiretroviral therapy

2015 20302001

1 
million

All 
people living 

with HIV

15 
million

AIDS-related deaths

2014 20302004

2.0 
million

0.2 
million

1.2 
million

New HIV infections

2014 20302001

3 
million

2 
million

0.2
million

Investments for  
AIDS response

2015 20202001

4.9 
US$ billion

21.7 
US$ billion

32 
US$ billion

Fifteen years of progress and hope. But miles to go to end the AIDS epidemic 
by 2030Ñnew milestones to reach, barriers to break and frontiers to cross.
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2014 20302001

25% 35% >90% 

Awareness about HIV  
among young people

2014 20302001

580 000 220 000 <50 000

2014 20302009

14.4 
million

13.3 
million

0 
more orphans,  

all orphans cared 
for and well

Countries that criminalize  
same-sex relationships

Children orphaned  
due to AIDS

New HIV infections  
among children

2014 20302001

92 076
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Life expectancy of a  
person living with HIV

2014 20302001

+36 
years

+55 
years

Same 
as  

others

2014 20302001

3 
days

3 
minutes

30 
minutes

Number of pills taken by people 
living with HIV

Time it takes for an  
HIV test result

2014 20302001

8 
pills per day

(average)

1 
pill for  

three months

1 
pill per day

2014 20302001

US$

10 000 
thousand

US$

100
first-line
regimens

US$

100
all available

regimens 

Cost of antiretroviral medicines

Then Now Future
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2014 20302001

59 
countries

0 
countries

43 
countries

Condoms procured 
(Sub-Saharan Africa)

2014 20202001

0.4 
billion

1.7
billion

20
billion

Tuberculosis-related AIDS 
deaths

Travel restrictions

2014 20302001

520 000 348 000 0

9.1 
million

Voluntary medical  
male circumcision

2008Ð2014 2015Ð2030

67
million
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15  MILLION PEOPLE 
  

In conversation with Michel Sidib� 

As you read this sentence, three new people will access  

life-saving HIV treatment for the first time. 

Reaching 15 million people with antiretroviral therapy is one 

of the greatest achievements in the history of global health, 

financing and development. When the Millennium Development 

Goals were adopted in 2000, about 10 000 people in sub-Saharan 

Africa were able to access HIV treatment. To put this into 

perspective, Zambia registered 46 000 more people on treatment 

in the first quarter of 2015 alone.

How we reached 15 million people is an amazing story of what is 

possible when the world unites, of what happens when the sum of 

the parts creates something bigger than any one country or group 

could have imagined. When a global movement builds so much 

momentum, it generates a new generation of hope and solutions 

that transform cultures and societies. 

AIDS CHANGED EVERYTHING. 
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The world didnÕt start out unitedÑAIDS brought out the best and worst  

in all of us. By 2000, HIV treatment had been available as combination  

therapy for about four years, and it represented everything hopeful and  

unjust about the AIDS response. 

  In 2000, the pills really became a symbol of hope and despair.

MICHEL: And itÕs understandable, because during the first decade of the 

epidemic, there was very little to offer someone dying from AIDS. The 

best you could hope for was that your family wouldnÕt throw you out. 

You would have been extremely fortunate to have someone care for you 

at the endÑeither at home or in hospice care.  

Too often, fear and suspicion created impossible situations. AIDS 

was turning everything upside down. Grandmothers and children 

were becoming the caregivers, not the ones cared for, this was being 

repeated in communities across the globeÑparticularly in Africa. 

Now, suddenly, there is hope in the form of a pill, something that 

activists have been pushing forÑbut then you find out that a one-year 

supply costs more than you could make in a lifetime. What kind of hope 

can that bring? So the outrage was building up.

  At that time, there were 28.6 million people living with HIV and an 

estimated 1.6 million people died from AIDS-related illnesses in 2000. 

MICHEL: Before HIV treatment, the AIDS story largely alternated between 

activists demanding action and people dying from global inaction. It 

was a story that perpetuated myths about what was possible,  

including the myth that a combination therapy couldnÕt be rolled out 

to everyone in need, the AIDS response opened peopleÕs eyes to these 

ridiculous assertions.

The year 2000 was a turning point. The narrative was changing. People 

who were lucky enough to be on HIV treatment, who had been at 

deathÕs door, were now back at work a few weeks later. The injustice of 

dying from a treatable disease was becoming intolerable. That people 

did not have the same opportunity to stay alive because of where 

they lived couldnÕt be ignored anymore. With millions of people being 

struck down in their prime and dying from AIDS, the epidemic was also 

increasingly seen and talked about as a global threat to economies and 

security by people like [former United States Ambassador to the United 

Nations] Richard Holbrooke. 

These twin ideas of democratizing opportunities and a global security 

threat really moved world leaders and communities to act. I am proud 

that the United Nations was the platform for this change, but letÕs also 

acknowledge that this was late in coming. Thankfully, we havenÕt  

slowed down since. 
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Today, a year of  
HIV treatment is under

US$ 
100

  Security Council resolution 1308, the Millennium Development Summit 

and the first-ever United Nations General Assembly Special Session on 

HIV/AIDS all galvanized action with targets and goals. 

MICHEL: They did something more: they brought together heads of state and 

people living with HIV and all the different partners and actors that 

had been running and supporting the AIDS response until then. That is 

the biggest difference about this movement: it has ensured that every 

sector and every layer of society is engaged and accountable.   

Immediately people thought about the barriers, about what is keeping 

people from staying alive. One of the great breakthroughs was the belief 

that nothing was impossible and no one was out of reach. That included 

reaching people in remote villages and people living in the shadows, but 

it also meant not being afraid of going after pharmaceutical companies 

and unfair trade practices.

Take the price of first-line treatment: US$ 10 000 a year in 2000.  

When you adjust for inflation, a one-year supply would cost about  

US$ 14 000 in todayÕs terms. The pharmaceutical industry had a tight 

grip on government policies and an even tighter grip on prices.  

And donÕt forget this was also the time when world leaders were  

negotiating protection of intellectual property rights at the WTO  

[World Trade Organization]. Any concession could open the  

floodgates for exceptions. 

So when Brazil and Thailand started manufacturing generic antiretroviral 

medicines they did something very smart: they revealed that the pills 

were relatively low-cost to make. This took the wind out of industry 

claims, and it opened the door for UNAIDS to start negotiations with 

companies to bring down prices

No one wanted to be in the room: business leaders didnÕt want to be 

accused of price fixing and activists thought we were crazy to even 

convene such a meeting. It was a big first stepÑa step that led to differ-

ential pricing based on ability to pay. Then came another breakthrough: 

manufacturers started making generics in India. In 2001, Cipla dropped 

antiretroviral medicine prices from US$ 800 to US$ 350. I remember 

clearly when former [United States] President Clinton announced that, 

after leaving office, he would make it his mission to work with everyone 

to bring down prices even moreÑand today, a year of HIV treatment is 

under US$ 100. 

  But at the time, was bringing prices down enough? 

MICHEL: Not yet. Most countries did not have the budget to pay for treatment, 

even at reduced prices. Plus no donor at the time was paying for 

treatment. [Former United Nations] Secretary-General Kofi Annan 

pushed for the creation of a fund to get results on the ground. Going 

back to the issue of injustice and fear, people from all layers of society 

started to believe that there should be justice, and still others recog-

nized the security threat. What had moved political leaders to respond 

to AIDS also started to move the money, from millions to billions. 

The Global Fund [to Fight AIDS, Tuberculosis and Malaria] was a big 

achievement. This was new money, not just shifting some money from 

one cause to another. 
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ÒThe AIDS  
movement is  
focused on  
reaching,  
protecting and 
promoting the 
rights of the  
most vulnerable.Ó 

  Meanwhile, activists were getting creative, too. The Treatment Action 

Campaign sued the government of South Africa to force the country to 

make antiretroviral medicines available, and protesters were pushing for 

changes to patent protection to bring prices down. 

MICHEL: I cannot give enough credit to AIDS activists. Activists used all avenues 

available to keep pressure on everyone. The push on WTO to recognize 

the limits of patent protection in a health crisis led to TRIPS [the 

Agreement on Trade-Related Aspects of Intellectual Property Rights] 

flexibilities for compulsory licensing and waivers.

All of this built momentum and made us dare to dream biggerÑsuch  

as when Jim Kim at the World Health Organization [WHO]  

and UNAIDS launched the "3 by 5", a campaign to reach 5 million  

people with treatment in three years.   

  It was a bold move. By the mid-2000s, PEPFAR [the United States 

PresidentÕs Emergency Plan for AIDS Relief] had been established and 

all the pieces youÕve talked about were falling into place. Some 2.2 million 

people were accessing treatment. We missed the 2005 deadline, but we 

were well on our way to reaching the 5 million mark in 2008.

MICHEL: The last decade has been about scale-up, really massive scale-up, and 

this could only happen with country leadership, community resilience 

and a shared vision of getting to zero. 

  Zero new HIV infections, zero discrimination and zero  

AIDS-related deaths. 

MICHEL: This vision has sustained us through tumultuous timesÑan economic 

recession, global crises, civil unrest, changes in leadership and more. 

Throughout it all, the state of the AIDS response has remained strong 

and is growing to meet demand. 

  Why is the movement succeeding? 

MICHEL: The AIDS movement is focused on reaching, protecting and promoting 

the rights of the most vulnerable. These are the same values that 

[former Executive Director of UNICEF] Jim Grant instilled in me early 

in my career at UNICEF, and they are the same values that can align 

countries and communities.  

In 2009, I called for zero babies born with HIV. In the high-income 

countries, virtually no child was being born with HIV, yet in other parts 

of the world some 400 000 children were newly infected with HIV. This 

was really outrageous.  

We launched the Global Plan [towards the elimination of new HIV infec-

tions among children by 2015 and keeping their mothers alive] together 

with PEPFAR in 2011. We pushed countries with the highest burden to 

act. We mobilized the money. The resultÑ73% of all pregnant women 

living with HIV have access to antiretroviral medicines and we reduced 

new HIV children infections by 58%. We also improved the quality of 

medicines for women and children. 
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drop in the rate of new HIV  
infections in China among  
people in the methadone  
treatment programme.

90%

  How did you manage it? 

MICHEL: We changed completely the strategy. Before, countries were using a 

single dose of neverapine which was cheap but not as effective. We 

called for all pregnant women living with HIV to have access to triple 

therapy and lifetime access to HIV treatment, what we call Option B+. 

It would have been easy for countries to drag their feet but because we 

were reporting back on progress we said we would only count women 

receiving triple therapy towards our Global Plan targets. No country 

wanted to be left behind and this made sure women werenÕt left  

behind either. 

At the same time we pushed for better medicine for childrenÑand 

just recently the FDA [United States Food and Drug Administration] 

approved tiny pallets that can be put on children's food. 

  Can we get to zero new HIV infections among children?

MICHEL: Cuba has done it. The country will be certified before this book is 

published. There are more than 60 countries where the number of new  

HIV infections among children is less than 50 a year. In the past five 

years we have achieved as much as it would have taken 17 years to  

do in the past. 

  How important has country leadership been? 

MICHEL: ItÕs huge. Nearly every country in the world has an AIDS plan, and this 

year, 177 countries reported to UNAIDS. I am no longer amazed by the 

level of knowledge that leaders have about their plans, because I see 

what having a strong AIDS strategy does for a country. AIDS is a path-

finder to managing difficult issues. 

I was in China on World AIDS Day a few years ago at a working meeting 

convened by then-Premier Wen Jiabao and several ministers, including 

the ministers of health and finance, as well as people living with HIV and 

civil society. 

Through its AIDS programme, China is scaling up methadone treatment 

for people who inject drugs. It started in 2004 as a small pilot project 

with just a few sites that Peter Piot visited when he was Executive 

Director [of UNAIDS]. Today, it has expanded across the country with 

more than 700 clinics treating close to 200 000 drug users. As a result, 

China has seen the rate of new HIV infections drop by 90% among the 

people in the programme. That is big news. 

  That was the same year China was facing an international funding gap. 

MICHEL: And that gap could have threatened to slow down expansion of 

programmes like the methadone clinics. That meeting was really 

something: the Premier turned to the Finance Minister and told him to 

close the gap with domestic funds and then he looked at our side of 

table and called for the international community to meet its commit-

ment to the shared vision of getting to zero.

There are a lot of examples where you can see big changes. Countries 

like South Africa are heavily invested in their AIDS strategy today. But 

before [South African] President Zuma took office in 2009, there was 

a lot of confusion and frustration. Government programme managers 

and researchers worked behind the scenes to do what they could. And 

activists were front and centre, pushing for more.

I remember a cartoon from South Africa that shows just a blank page 

with the words ÒSouth AfricaÕs treatment planÓ at the top. Today, nearly 

3.0 million people are on HIV treatment in South AfricaÑall paid for 
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by the government. President Zuma and his Health Minister, Aaron 

Motsoaledi, deserve credit for leading this transformation.

South Africa also relied heavily on civil society and communities  

to challenge denial and inaction, and to share the burden of  

service delivery by running HIV programmes alongside and with  

the government.  

  None of this could have happened without money. 

MICHEL: There was no way that we could have taken on something as new and 

big as the AIDS epidemic without new money.

Since 2002, US$ 84 billion has been invested in the AIDS response by 

donors. Nearly 48% of it from the United States. We cannot thank the 

American people enough for recognizing the crisis and continuing to 

make the investment we will need to end it.

What many may not realize is that countries today account for up to 

60% of the total investment. This partnership of global solidarity and 

country responsibility is working. 

Innovative financing is another hallmark of the AIDS responseÑFrance 

led the way in creating UNITAID with a levy on airline tickets [in 2006].  

The Nordics have been champions of HIV prevention efforts. The United 

Kingdom has consistently made the linkage between HIV and other 

development issues. Australia has been a powerful pioneer of harm 

reduction in the Asia and Pacific region. At a time when global leaders 

have been consumed by issues of terrorism, recessions and conflicts, 

AIDS has shown global solidarity at its best. 

It has become the model for other development issuesÑlike climate 

change, noncommunicable diseases and education. 

Coming back to AIDS, resources have made it possible for people living 

with HIV to start life-saving treatment. 

  In 2011, you called for 15 million people on treatment by 2015. Were you 

surprised that United Nations Member States agreed and made it a 

Political Declaration target? 

MICHEL: Everyone knew "15 X 15" would be a big stretch. Countries were  

gaining confidence; I am sure they thought we would reach 15 million 

one day, but I am quite sure people did not expect us to reach it  

before the deadline. 

There has been a lot of motivation and innovation. Scientific evidence 

even showed us that expanding treatment supports prevention efforts 

as people on treatment are far less likely to transmit HIV. 

But none of this could have happened without transforming the way 

we do service delivery and what I am calling Òcommunity resilienceÓ: 

resilience among communities to demand their right to dignity, 

health and the delivery of services with efficiency and skill. The AIDS 

movement gave space to, and in some cases required, communities to 

innovate and adaptÑor do without. 

HIV is complex. However, everything about managing HIV was being 

simplified largely thanks to communities. People said that it is too 

complicated to manage without labs. Managed. They said that people 

will forget to take their medicines and we will see resistance. Managed. 

WeÕve given the world a new model for chronic care management. Most 

people donÕt know that treatment adherence is more than 90% when 
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ÒI still have  
great hope that  
a functional  
cure will  
be possible.Ó

communities are involved in delivery. M�decins Sans Fronti�res has 

pioneered this approach in many countries, from the DRC [Democratic 

Republic of the Congo] to Mozambique. And itÕs not just for HIV, 

but also TB and testing for NCDs [noncommunicable diseases]. The 

multiplier effect of community delivery and task-shifting is huge: less 

time wasted traveling to and waiting in hospitals. The health system is 

focused on people who need critical care, and there is social support for 

adherence and care.

  What about prevention? 

MICHEL: I am disappointed about the progress made in HIV prevention. We 

should have done more. I am worried for the young women and adoles-

cent girls in Africa. Innovation is leaving them behind, and systems are 

shutting them out. We need female-controlled options for prevention, 

and we need to be working more closely with the womenÕs movement 

to stop gender-based violence and create more opportunities for 

women and girls to succeed in school and in life. 

You know that AIDS changed the way we talk about sex, and we need to 

make sure comprehensive sexuality education reaches all young people 

and that young people have access to sexual and reproductive health 

services that are serving them with the respect everyone deserves. 

When it comes to condoms, we have seen a total market failure. How 

can you achieve a successful prevention programme if a person can only 

get eight condoms a year? We have to be serious about scale-up. 

  What is your outlook for a cure or a vaccine? 

MICHEL: I think the first breakthrough we will see is long-acting treatment. 

ItÕs going to make managing HIV much easier for the individual, the 

community and the health system.  

I still have great hope that a functional cure will be possible. The last 

decade gave us the proof of concept for a vaccine. The next decade 

should give us a more effective vaccine. I am an optimist, and the search 

is truly a global search, where all regions of the world are working 

towards the same goals. 

  Why have we seen increased rates of new HIV infections in countries 

that had been successful at the beginning of the epidemic? 

MICHEL: Any time you take your eye off of the epidemic, it comes back. In 

parts of Europe, HIV rates are going up among young men. Why is 

this happening? ItÕs a combination of complacency and not doing the 

right things to reach the right people. IÕm talking about laws that block 

people from getting services. Key populations in every country need 

their rights protected and promoted. ItÕs a top priority to close the gap 

and to reach people at higher risk, including sex workers, men who have 

sex with men and injecting drug users. 

  You talked about harm reduction like methadone replacement in 

ChinaÑwhy is that not everywhere? 

MICHEL: Fear and ideology. And it has to change. Drug users should  

not be seen as criminals. A public health approach to drugs will  

save lives and save money. 

ItÕs also going to keep communities safer. That is why I am calling for 

a public health pillar for the international drug control framework. This 

would make countries accountable for reaching people who use drugs 
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ÒThe Global  
Commission  
on HIV and  
the Law has  
done great  
work in  
identifying  
pathways  
to protect  
human rights.Ó

with harm reduction services. We have to follow the evidence and the 

resultsÑfrom China to Malaysia, from Nepal to [The Islamic Republic of] 

Iran, it works. 

  What about the laws that block people? 

MICHEL: Laws should protect people; they shouldnÕt be barriers to access. And 

we have seen the institutions that were built to protect the rights of 

people doing just thatÑprotecting people.

Just today, the United States Supreme Court ruled that same-sex 

marriage is a right. Recently, the Canadian Supreme Court upheld the 

rights of sex workers. India's Supreme Court restored the dignity of 

transgender people when they recognized them as the third gender.

The Global Commission on HIV and the Law has done great work in 

identifying pathways to protect human rights. 

  You talked about fragile communities. What did you mean by this? 

MICHEL: Fragile communities are everywhere. Look at Atlanta: HIV among 

African American men and women is among the highest in the United 

States. They are being left behind in the AIDS response. It doesnÕt 

matter if you are a high-, middle- or low-income country, we canÕt afford 

to disenfranchise fragile communities. We have to do the opposite and 

exceed expectations. 

Country leadership is crucial, but as we get better data and better 

programmes, we can get more focused on populations that are being 

left behind. ThatÕs why our work with cities and mayors is so important.  

  What happened to AIDS as a security threat? 

MICHEL: We managed the threat. If the AIDS response had stayed at 2000 levels, 

the world would be a very different place. Eight million more people 

would have died of AIDS-related illnesses.

  What about the future? 

MICHEL: People are still holding onto the idea that a strong defence means we 

have security and that will make us safe. I believe that defence and 

security are two very different things. Security is about ending the AIDS 

epidemic, it's about the equal distribution of opportunities and shared 

economic progress. I am a firm believer that only when we have security 

can we have stability. 

The same can be said when we talk about global healthÑwhat  

worked 20Ð30 years ago is not the solution we need in our  

interconnected world. 

  Shaking up the establishment? 

MICHEL: LetÕs say simplifying. The world is complicated enough. We should 

always be looking to peel back the layers, not adding more. 

  WeÕve talked about political will. How much has this been  

about advocacy? 

MICHEL: Advocacy has come in every form imaginable from the very start. 

Actors, footballers, artists, musicians, Nobel laureates and activists: 

people really came together and gave their talent to the cause.

Times change. Today, we can send a tweet and reach millions more than 

a billboard could. But itÕs going to take a new kind of advocacy to get us 

through the next 15 years to end the epidemic. 
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ÒThe sooner you 
scale up your  
response, the 
sooner you will 
see the benefits.Ó 

  When we talk about the next 15 years, you hear in some circles there 

isnÕt enough money for everything, so we need to set HIV expectations 

at more realistic levels. 

MICHEL: There should be no difference between what is aspirational and what 

is attainable. There always will be tension, but we canÕt let our fears set 

goals. I like it best when we have commitments on the line that push us 

to do moreÑlike reaching 15 million people ahead of schedule.

Now we are talking about ending the AIDS epidemic as a public health 

threat. There is no scientific reason this canÕt happenÑitÕs up to all of us 

now to make ÒwhatÕs possibleÓ possible.

And in the case of the AIDS epidemic, we donÕt have the option of 

settling for anything less. We have a fragile five-year window. We have 

bent the AIDS curve, but we havenÕt broken it. 

  So even though there are fewer and fewer people becoming infected 

each year, the numbers of people living with HIV are adding up as 

people on treatment are living longer. 

MICHEL: And without drastic action to reduce incidence, the sheer number of 

people who will need HIV treatment will stretch us to a breaking point. 

  The UNAIDS and Lancet Commission just released its final report, and 

it basically says that if we donÕt pick up the pace, we will be putting 

funeral homes back in business. It's a very harsh scenario. 

MICHEL: I am proud that there is a new generation of children who havenÕt  

grown up going to a funeral every weekend because of AIDS.  

LetÕs keep it that way. 

  LetÕs say the world brings down new HIV infections and brings up the 

number of people accessing treatment by 2020. What then? 

MICHEL: That is a much better scenario. It means globally we can continue to 

accelerate towards ending AIDSÑwith the bonus that because fewer 

and fewer people are becoming infected, the resources and money to 

do this can begin to be reduced. And because fewer and fewer people 

are dying from AIDS, societies will be healthier and more productive.

This work is a fundamental link to the new sustainable development 

goals. By reaching the 2020 targets, we also will reach equity in access. 

We canÕt underestimate the significance of improving the quality of 

peopleÕs lives in fragile communities.

  WhatÕs it going to take? 

MICHEL: As great a job as we have done so far, we have only just gotten over 

the halfway mark. There are a lot of gaps that we have to close, like 

reaching adolescent girls and young women. Not all countries are on 

boardÑand to them, I would say look at what your neighbours are 

achieving. ItÕs good for the economy and good for your citizens and the 

sooner you scale up your response, the sooner you will see the benefits. 

Everyone needs to be on the Fast-Track to end AIDS. 
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ÒFor me the  
biggest lesson is 
that not one  
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or country can 
end AIDS. ItÕs  
going to take  
every lesson 
weÕve learned 
and a few lessons 
more to help us 
end AIDS.Ó 

  This book is all about sharing what we have learned. What is your most 

important lesson? 

MICHEL: For me, the biggest lesson is that not one person, or sector or country 

can end AIDS. ItÕs going to take every lesson weÕve learned and a few 

lessons more to help us end AIDS.

Looking forward we have to anticipate the needs, we have to be 

flexible and adapt and we have make sure that we donÕt make the same 

mistakes twice. 

I have a lot of hope because we have a proven track record now when 

it comes to AIDS and the right principles guiding usÑput people at the 

centre and leave no one behind. 

  If people remember one thing? 

MICHEL: Remember that every single one of the 15 million people accessing 

treatment is a success storyÑshe or he is going to have the same life 

expectancy as someone who doesnÕt have HIV, the same opportunity 

to contribute to their communities and the same opportunity to watch 

their children grow up in an AIDS free-generation. 

We did this together and together we can end AIDS. 
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A LEGACY 

REACHING THE AIDS TARGETS OF MILLENNIUM DEVELOPMENT GOAL 6  

IS BUILDING MOMENTUM FOR ENDING THE AIDS EPIDEMIC. 

TO BUILD ON
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ACHIEVING THE  

AIDS TARGETS  

OF MILLENNIUM  

DEVELOPMENT  

GOAL 6 

Halt and begin to reverse the  
spread of HIV/AIDS by 2015 

Audacious and seemingly out of reach in 2000, the Millennium 
Development Goal (MDG) aspiration now seems small and meek 
when compared to the sustainable development goal of ending the 
AIDS epidemic by 2030. 

Back in 2000, AIDS was described as a “runaway express.”  
Catching up with the epidemic and slowing its growth would be a 
major achievement. Its inclusion in the MDG goals was in itself  
a notable feat, as many leaders did not want to include AIDS for 
fear of failure. 

In 2000, limited by the data available at that time, UNAIDS 
estimated that there were 34.3 million people living with HIV. 
Very few people in low- and middle-income countries, with 
the exception of Brazil, were accessing life-saving antiretroviral 
treatment. In fact, the number of people receiving HIV treatment 
in sub-Saharan Africa barely reached 10 000, and this was largely 
due to a pilot programme testing the feasibility of providing 
treatment in resource-poor health settings—such was the disbelief 
in the world’s capacity to act. 

THE CHARGE

Reading the Millennium Declaration today gives renewed 
appreciation for the far-sightedness of global leaders at that time. 
The fundamental values set forth in the Declaration—freedom, 
equality, solidarity, tolerance, respect for nature and shared 
responsibility—have largely been embraced by the unprecedented 
AIDS response that followed.

The Declaration had many goals, but four  

were focused on AIDS:

01  To have, by 2015, halted and begun to reverse the  
spread of HIV/AIDS.

02  To provide special assistance to children orphaned  
by HIV/AIDS.

03  To encourage the pharmaceutical industry to make essential 
drugs more widely available and affordable by all those who 
need them in developing countries.

04  To help Africa build its capacity to tackle the spread of the 
HIV/AIDS pandemic.

On each of the four counts, the AIDS response has delivered.  
Here are the facts.

01 
To have, by 2015, halted and begun to  

reverse the spread of HIV

This goal can be interpreted in many ways. New understanding of 
the AIDS epidemic shows that it had started a downwards trend in 
2000: new HIV infections declined by 2% between 1995 and 1999. 
The curve of the epidemic was just beginning to bend.

Does that mean the goal was over before it began? Definitely not. 

The world was witnessing an extraordinary number of new HIV 
infections: about 3.0 million people were becoming infected each 
year. By 2000, 10.5 million people had died from AIDS-related 
illnesses, and the number climbed higher each year before the 
impact of access to antiretroviral therapy was felt in 2005. 

Advancement towards realizing MDG 6 can be measured by 
the extraordinary progress the world has made in reducing HIV 
incidence and AIDS-related deaths. Equally important is the 
contrast between that progress and what the global AIDS situation 
would have been had the world stood back to watch the epidemic 
unfold, letting people die, economies fail and security threats grow. 

REDUCED NEW HIV INFECTIONS 

The number of new HIV infections has been reduced by 35% 
since 2000. Annual new HIV infections declined to 2.0 million 
[1.9 million–2.2 million] in 2014 (compared to 3.1 million 
[3.0 million–3.3 million] fourteen years ago). In 83 countries, 
the number of new HIV infections has notably decreased or has 
remained the same. 

Contrast the 2 million new HIV infections with the 6 million that 
would have occurred in 2014 if the AIDS response had been main-
tained at the 2000 level: that is three times less than what it could 
have been. In total, global efforts have averted at least 9 million 
new HIV infections cumulatively since 2000.

The rate of the decline in new HIV infections also has accelerated. 
Before the MDGs, new HIV infections fell by only 2% between 
1995 and 1999, but between 2000 and 2005, they fell 15%. Between 
2006 and 2010, a further 10% reduction of new HIV infections was 
observed, and new HIV infections have reduced by a further 10% 
over the past five years. 
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This trend shows irreversible gains in the majority of the countries 
where the declines in new HIV infections occurred. These 
reductions can in large part be attributed to the early expansion 
of HIV prevention programmes at a time when HIV treatment 
had still not been sufficiently rolled out. They occurred at an even 
faster rate when the full HIV prevention benefits of antiretroviral 
therapy were realized in the coming years.

In more than 61 countries, new HIV infections had been reversed 
by more than 20%; in 22 countries, the epidemic had been halted. 
In 56 countries, however, the epidemic grew by 20% or more. 

In the region most affected by the epidemic, in sub-Saharan Africa 
new infections declined by 41% between 2000 and 2014.

REDUCE NEW HIV INFECTIONS AMONG 

YOUNG PEOPLE

One of the earliest indicators adopted to measure the success of 
MDG 6 was reducing HIV prevalence among young people aged 
15–24 years by 25%. At that time, HIV prevalence among young 
people was considered a proxy for new HIV infections; with 
improvements in data tools, however, incidence (the rate of new 
HIV infections) is now considered a better measure. 

Incidence among young people has been reduced by 37%. These 
reductions have come through behaviour change: more young 
people are waiting longer to have sex, have fewer sexual partners 
and are using condoms. In eastern and southern Africa, where  
the vulnerability to HIV among young women and girls is the  
highest, the percentage of girls and boys who were sexually  
active before the age of 15 declined from 16.6% to 14.3% and from 
14.5% to 10.9%, respectively. Condom use increased from 21.1% 
to 22.2% among boys and 21.6% to 32.5% among girls during the 
MDG period.

SIGNIFICANT REDUCTIONS IN NEW HIV 

INFECTIONS AMONG CHILDREN

One of most remarkable achievements in reducing new HIV 
infections has been among children below the age of 15 years. The 
world is on the cusp of eliminating new HIV infections among 
children. The rapid expansion of services to prevent mother-to-
child transmission of HIV has had a massive health impact on the 
world’s children, and it has contributed to global efforts to reduce 
mortality in children under the age of five years. 

Since 2000, antiretroviral medicines have averted an estimated 
1.4 million HIV infections among children. Approximately 73% 
[68–79%] of pregnant women living with HIV worldwide have 
received treatment to stop transmission of HIV to their babies. 
This is a giant leap from 36% receiving effective regimens in 2009 
from 2000, when only 1% of pregnant women living with HIV 
had any form of access to prevention of mother-to-child HIV 
transmission services.
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8 to 1  
reduction in the number  

of pills to be taken  
each day

15 million 
on HIV treatment

42% 
reduction in  

AIDS-related deaths  
since their peak  

in 2004

100-fold 
reduction in prices of  
first-line antiretroviral  

medicines

35% 
decline in new  
HIV infections

Millennium Development Goal 6 
The legacy of the AIDS response

7.8 million 
AIDS-related  

deaths averted

58% 
decline in new  
HIV infections  

among children
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Equal life  
expectancy  

for people  
living with HIV  
on treatment

68 countries  
report non-discrimination  
laws for key populations

57% 
of investments come  

from domestic sources

Antiretroviral 
medicines

work for prevention  
and treatment

35%  
of young people have  

accurate basic knowledge  
of HIV transmission

US$ 21.7 billion 
was invested  
just in 2015

US$ 185.7 billion
invested in the AIDS response

US$ 1 = US$ 17 
return on investment

54%  
of adults living  
with HIV know  

their status

22 countries 
have removed travel  

restrictions for  
people living with  

HIV since 2008

1.4 million 
new HIV infections  

among children averted

11 countries  
decriminalized  

same-sex sexual  
behaviour
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As a result of these improvements, new HIV infections among 
children have been reduced by 58% since 2000. Although 520 000 
new infections occurred among children in 2000, the figure 
plummeted to 220 000 in 2014. 

In 2011, Member States agreed to eliminate new HIV infections 
among children by 2015. In June 2015, Cuba became the first 
country to be certified as having eliminated new HIV infections, 
and there now are more than 80 countries where the total number 
of new HIV infections among children is less than 50. In the 
21 countries with a high burden of pregnant women living with 
HIV, the progress has been remarkable: new infections among 
children have declined by 48% since 2009.

REDUCTIONS IN AIDS-RELATED DEATHS

The second critical measure for determining the success of 
MDG 6 is progress made in halting and reversing the number of 
AIDS-related deaths. Four years after the 2000 commitment, the 
number of AIDS-related deaths had continued to rise because 
treatment was not reaching most of the people who were eligible 
to receive it. 

A SHORT HISTORY OF UNITED NATIONS 

TARGETS ON HIV TREATMENT AND WORLD 

HEALTH ORGANIZATION ELIGIBILITY 

CRITERIA FOR TREATMENT ACCESS 

A full appreciation of the HIV treatment success is incomplete 
without first understanding the evolution of treatment targets over 
the past 15 years and their interactions with the evolving guidance 
on HIV treatment from the World Health Organization (WHO). 
At times, science and politics were in competition, but in the end, 
the winners were people living with HIV. The combination of 
science and political will has saved millions of lives.

When the 2001 United Nations Political Declaration on HIV/AIDS 
was agreed upon, the Member States could at best ask the world 
to try to expand treatment. No global data had been collected yet, 
and no numerical targets for treatment access were set. 

Fortunately, the bar for treatment access has been steadily raised. 
The first step was taken by WHO and UNAIDS when the “3 by 5” 
campaign (to provide 3 million people with HIV treatment by 
2005) was launched, making people living with HIV who had a 
CD4 cell count of less than 200 eligible for treatment. Most people 
did not believe the goal would be ever met, let alone on time, 
but the milestone of 3 million people on antiretroviral therapy 
was reached in 2008 (albeit three years behind schedule). This 
achievement also put to rest the false premise that resource-poor 
countries could not roll out complex treatment programmes. 

As the success of treatment began to rise, the bar was raised 
again. In 2006, Member States—buoyed by the early success of the 
“3 by 5” campaign, the increase in international assistance and 
reduced treatment prices—set a new goal of achieving universal 
access to treatment for all those who need it by 2010. Progress 

against this target was subsequently reported for the first time as 
part of the 2009 Millennium Development Goals report. 

In practical terms, universal access was defined as 80% of people 
in need of HIV treatment. From what we know of the epidemic 
today, based on those criteria, universal access to HIV treatment  
was met in 2009. 

By 2010, the benchmark for eligibility of HIV treatment was 
revised again. New evidence showed that HIV treatment should 
be offered earlier, at a CD4 cell count of 350. This added nearly 
5.9 million people to the list of people eligible for treatment. Due 
to these new criteria, treatment coverage dropped from nearly 80% 
to 47% by the end of 2010, even though the number of people on 
treatment in 2010 was 1.5 times more than it had been in 2008. 
The expectation and demand for treatment was growing. 

It was against this backdrop in 2011 that Member States agreed 
to an ambitious new target: reach 15 million people with HIV 
treatment by the end of 2015. The target was nearly double the 
number of people who were on treatment at the time, and it was to 
be reached in four short years.

As countries laid out plans to reach the target of 15 million, new 
evidence regarding the multiple outcomes of HIV treatment began 
to emerge. In 2012, a landmark clinical trial clearly demonstrated 
that people who achieved viral suppression were unlikely to 
transmit HIV to others, thus opening the door for treatment to 
be used for HIV prevention among serodiscordant couples. The 
treatment eligibility door was then opened even more to include 
more people living with HIV. 

With more scientific evidence emerging, the criteria for treatment 
eligibility were revised once more in 2013. The new guidelines 
recommended that pregnant women living with HIV should be 
offered lifetime treatment; and it was recommended that people 
who had dual infections of tuberculosis (TB) and HIV should 
initiate treatment immediately. It also was recommended that 
treatment for all people living with HIV should be initiated earlier, 
at a threshold CD4 cell count of 500. 

While many countries quickly fell in line with the new WHO 
criteria, others argued for prioritizing HIV treatment for people 
with CD4 cell counts of less than 350. A handful of countries 
began to talk of “test and treat” to get maximum benefit out of 
treatment, using it for treatment and for prevention. 

Even as treatment eligibility criteria have rapidly changed, 
the number of people starting HIV treatment has grown. The 
number of people receiving antiretroviral therapy increased from 
7.5 million in 2010 to over 15 million in 2015.

The Lazarus effect of treatment was clearly visible and taken for 
granted. The feared waiting lines for HIV treatment disappeared 
in most places, but stock-outs became a real concern. And while 
overall treament access increased, not all populations received or 
accessed treatment services equitably.
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Adults receiving antiretroviral therapy
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Countries identified with an asterisk are based on changes in the numbers of new HIV diagnoses.   

More than 20% decline
Reversing the spread of HIV

-20% to 20% change
Halting the spread of HIV

Increase of 20% or more
Increasing trends

Change in new HIV infections, 2000 to 2014

Austria*
Belize
Benin
Botswana
Burkina Faso
Burundi
Cambodia
Central African 

Republic
Chad
Colombia
Congo
C�te dÕIvoire
Democratic 

Republic of 
the Congo

Djibouti
Dominican 

Republic
El Salvador
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Guatemala
Guinea
Haiti
Honduras
India
Jamaica
Kenya
Latvia*
Liberia
Madagascar
Malawi
Mauritius
Mexico
Mozambique
Myanmar
Namibia
Nepal
Nicaragua
Niger
Nigeria
Panama
Papua New 

Guinea
Portugal*
Rwanda
S�o Tom� and 

Pr�ncipe
Senegal
Sierra Leone
South Africa
Suriname

Swaziland
Thailand
Togo
Trinidad and 

Tobago
Ukraine
United Republic 

of Tanzania
Uruguay
Venezuela 

(Bolivarian 
Republic of)

Viet Nam
Zambia
Zimbabwe

Argentina
Armenia
Bahamas
Belgium*
Cameroon
Canada*
China*
Costa Rica
Denmark*
Ecuador
Estonia*
Finland*
Guinea-Bissau
Ireland
Lesotho
Morocco
New Zealand*
Republic of Moldova
Somalia
Switzerland*
Tajikistan
United States of America*

Afghanistan
Albania*
Algeria
Angola
Australia*
Azerbaijan
Bangladesh
Belarus
Bolivia (Plurinational State of)
Bosnia and Herzegovina*
Bulgaria*
Chile
Croatia*
Cyprus*
Czech Republic*
Egypt
France*
Georgia
Germany*
Greece*
Guyana
Hungary*
Iceland*
Indonesia
Iran (Islamic Republic of)
Israel*
Italy*
Japan*
Kazakhstan
Kyrgyzstan
Lao People Democratic Republic
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Pakistan
Philippines
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Romania*
Russian Federation*
Serbia*
Singapore
Slovakia*
Slovenia*
Spain*
Sri Lanka
Sudan
Sweden*
Tunisia
Turkey*
Uganda
United Kingdom*
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HOW AIDS CHANGED 

THE FACE OF  

DEVELOPMENT  

FOR EVER

KOFI ANNAN
Chairman of the Kofi Annan Foundation

United Nations Secretary-General, 1997–2006

There were high expectations coming into the International 

AIDS Conference in July 2004. There was much at stake. 

More than 20 000 people had gathered from around the 

world in Bangkok to shape the future of the AIDS response. 

It was a turning point that millions of advocates and people 

living with HIV had fought so hard forÑthe coming together 

of recognition, rights and resources. 

Just four years earlier, nearly to the day, the United Nations 

Security Council, for the first time in its 55-year history, 

debated a health issue and unanimously adopted United 

Nations Security Council resolution 1308, acknowledging  

the severity of the AIDS epidemic. Among the advocates 

was United States Ambassador Richard Holbrook, who 

recognized the historic nature of the debateÑhow it  

would Òillustrate our recognition that AIDS is as great a 

security challenge as we have faced since the founding of 

the United Nations.Ó

In June 2001, soon after the Millennium Development 

Goals were launched, the General Assembly convened a 

special session on HIV/AIDS. It was the first time a special 

session on a health issue had been held. And unlike previous 

meetings of this scale and magnitude, its planning closely 

involved activists, people living with HIV and health experts 

and researchers. 

In a short period of time we successfully negotiated lower 

prices for life-saving HIV medicines. It was just in time, 

since the world was increasing its investment from millions 

of dollars to billions when the Global Fund to Fight AIDS, 

Tuberculosis and Malaria opened its doors in 2002. 

These were just a few of the unprecedented ÒfirstsÓ that had 

led me to the stage, in front of the audience in Bangkok. We 

had thought the last four years had been hard fought, but in 

hindsight it was just the beginning. 

That evening I outlined three priorities: the scale-up of  

HIV prevention and treatment services; empowering  

women and girls to protect themselves; and sustained 

political leadership. 

In the intervening years, the world has seen incredible 

progress as the Millennium Development Goals draw to 

a close. We no longer talk about halting and reversing 

the AIDS epidemicÑwe talk about ending it as a public 

health threat. What was a dream of a few is now a right for 

allÑwith 15 million people accessing HIV treatment, and the 

number rising daily.

The AIDS epidemic, which could have divided the world, in 

fact united its people on an exceptional scale, with excep-

tional results. 

The three priority areas I outlined in Bangkok continue to 

hold true today. In the next 15 years, to end the epidemic we 

will need continued leadership, equity and inclusion. 

The hope we shared at that conference is the same hope we 

need to keep alive for leaders everywhereÑto demonstrate 

that speaking up about AIDS is a point of pride. There must 

be no more sticking heads in the sand, no more embarrass-

ment, no more hiding behind a veil of apathy. Leadership 

means respecting and upholding the human rights of all 

who are vulnerable to HIVÑwhether sex workers, drug users 

or men who have sex with men.

I said that evening, ÒAIDS is far more than a health crisis. It is 

a threat to development itself.Ó

And today, I would say that when the world was confronted 

with the AIDS crisis it responded courageously and success-

fully changed the face of development for ever.  
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It was in this setting that UNAIDS, supported by civil society 
and other partners, called for the revised HIV treatment targets 
of 90–90–90: 90% of people living with HIV knowing their 
HIV status, 90% of people who know their HIV status accessing 
treatment and 90% of people on treatment having suppressed viral 
loads, so they remain healthy.

The world’s focus has now shifted to providing the estimated 
36.9 million [34.3 million–41.4 million] people living with HIV 
with treatment as soon as possible. This effort has taken on new 
urgency after a study released in June 2015 showed significant 
individual health benefits when HIV treatment is started immedi-
ately upon diagnosis. The eligibility criteria are set to change once 
again—probably for the final time—to provide HIV testing and 
offer treatment immediately to all people living with HIV. 

ACHIEVING THE TARGET OF 15 MILLION 

PEOPLE ON HIV TREATMENT BY 2015

The twists and turns in setting targets and eligibility criteria for 
HIV treatment makes it difficult to analyse progress, but the 
facts are undisputable. There are more than 15 million people 

on treatment today, a milestone crossed nine months ahead of 
schedule. While 8% of all people living with HIV were receiving 
antiretroviral therapy in 2000, that number climbed to 72% in 
2014 (according to the treatment eligibility criteria established in 
2013). That is nine times greater than in 2000. 

An estimated 76% of people on treatment in sub-Saharan Africa 
are virally suppressed. The major gap seems to be in knowledge of 
HIV status, which is the biggest barrier to treatment access.

It is now evident that the world achieved the target of achieving 
universal access to HIV treatment by 2010 that was set in 2006 
(according to the 2006 treatment eligibility criteria), in 2009. 
The universal access target of putting 15 million people on 
antiretroviral therapy that was set in 2011 (based on the 2010 
treatment eligibility criteria) was met in 2015. The world delivered 
on promises made on HIV treatment, simultaneously raising 
the bar to do even better. Ultimately, everyone living with HIV 
needs access to HIV treatment: that is the new promise that world 
leaders must make in order to end the AIDS epidemic by 2030.

THE IMPACT OF ACCESS TO  

HIV TREATMENT

The ultimate measure of success is the impact generated by access 
to treatment. Treatment access has resulted in AIDS-related deaths 
declining by more than 42% between 2004 and 2014. An estimated 
1.2 million [1.0 million–1.5 million] people died of AIDS-related 
causes globally in 2014, but in the absence of antiretroviral 
therapy, AIDS-related deaths would have risen to 2.0 million by 
2014. HIV treatment access has averted nearly 7.8 million AIDS-
related deaths since 2000.

Declines in AIDS-related deaths have been especially pronounced 
in a number of high-prevalence countries. For example, AIDS-
related deaths have declined by 52% in Rwanda and 58% in South 
Africa since 2010.

Source: WHO 2013 estimates.
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Treatment access for children has lagged behind adults, however, 
even though the situation has improved in recent years. The propor-
tion of children living with HIV who receive antiretroviral therapy 
almost doubled between 2010 and 2014 (from 14% to 32%), but 
coverage remains notably lower than it does for adults (41%). 

DECLINE IN TUBERCULOSIS-RELATED 

DEATHS AMONG PEOPLE LIVING WITH HIV 

People living with HIV are 29 times more likely to develop TB 
than HIV-negative individuals, and TB remains a leading cause 
of death among people living with HIV, accounting for one in five 
AIDS-related deaths globally. 

TB-related deaths among people living with HIV have steadily 
declined. As of 2013, TB-related deaths among people living with 
HIV had fallen by 33% worldwide since 2004. Among 41 countries 
with the highest burden of HIV/TB, 17 are estimated to have met 
the target for reducing mortality by 50% by 2013. An important 
factor in the decline in TB-related deaths among people living with 
HIV is the rapid increase in antiretroviral treatment, which reduces 
by 65% the risk that a person living with HIV will develop TB. 

HIV treatment coverage for people living with HIV and TB has 
increased. In terms of numbers of patients, the largest increases  
in antiretroviral therapy among people living with both HIV and 
TB have occurred in India, South Africa, United Republic  
of Tanzania and Zambia.

02  
To provide special assistance to children 

orphaned due to AIDS

The best assistance children can have is not to become orphaned 
in the first place, and increased access to antiretroviral therapy 
for pregnant women is making this a reality. The total number 
of children orphaned by AIDS has remained stable (around 
14 million), and in the past few years it has begun to decrease as 
parents live longer and children orphaned in the earlier years of 
the epidemic become adults. 

If antiretroviral therapy had not been rolled out on a global scale, 
however, the number of orphans would have reached 22 million, 
almost two fold more than today. Thanks to Africa’s resilience 
and strong sense of community, an estimated 95% of orphaned 
children are cared for by other family members or neighbours.

The fear of armed youth orphaned by AIDS, raised without adult 
supervision and leading civil unrest in the streets has passed 
unfulfilled. Instead—backed by the resilience of extended families 
and communities with focused social protection programmes—
children orphaned by AIDS have largely been able to go to school 
and grow up under the care of adults. School bursaries, school 

uniforms and cash transfers to households with children affected 
by AIDS are commonplace in countries with a high burden of 
HIV. The AIDS orphanages of the past are few and far between.

Most countries in Africa have addressed the issue of orphans 
as part of their HIV programmes, or they have integrated them 
into social protection programmes. Zimbabwe, for example, has 
a national action plan for orphans and other vulnerable children 
that was developed in collaboration with several ministries and 
which integrates HIV and child protection. 

Remarkable gains have been achieved in mitigating the economic 
and social impact of HIV on children and families over the past 
decade. In sub-Saharan Africa, the ratio of school attendance of 
orphans and non-orphans aged 10–14 years has almost reached 
parity, at 0.91%, a substantial improvement from around 2000, 
when the ratio was 0.82%. Evidence from a study in Zimbabwe 
showed that introducing cash and in-kind transfers reduced school 
drop-out rates by 82% and pregnancy by 63% (over two years). The 
study found that orphans had more equitable gender attitudes and 
were more informed about sexual risks than children who were 
not receiving cash transfers. Evidence from a Kenyan cash transfer 
programme showed that school enrolment reduced the likelihood 
of early sexual debut by 24.9% among females and 9.8% among 
males aged 15–20 years, respectively. 

Major funders like the United States President’s Emergency 
Plan for AIDS Relief (PEPFAR) earmark 10% of their funds for 
mitigating the impact of HIV on orphans and other vulnerable 
children, allowing them to reach nearly 5 million orphans in 2014. 
Resources from donors—such as the European Union, the Global 
Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) 
and other bilateral donors (including Sweden and the United 
Kingdom of Great Britain and Northern Ireland)—have supported 
programmes for children that focus on education, nutrition,  
social welfare and health. In the Democratic Republic of the 
Congo, the education sector has been strengthened by the 
provision of desks and educational materials to keep orphans in 
school, while negotiations with local health clinics have ensured 
that children receive health care.

A study by the United Nations Children’s Fund (UNICEF) found 
that children orphaned by or living with HIV-positive care-
givers who are currently ill face an increased risk of physical and 
emotional abuse compared to other children. They also have 
higher rates of transactional sex or increased unsafe sexual  
activity, and children orphaned by AIDS are twice as likely as 
non-orphans to have HIV. 

Investments for economic and psychosocial support remain 
critical beyond 2015. Also crucial are strengthened linkages to 
testing children who have lost one or both parents to AIDS  
and their families, HIV treatment to those who need it and 
community and health facility linkages to ensure that the most 
vulnerable are reached.
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ON OUR WAY TO  

ENDING AIDS

 

WILLIAM JEFFERSON CLINTON
 Founder, Bill, Hillary & Chelsea  

Clinton Foundation 
42nd President of the United States of America

My first encounter with AIDS came in the 1980s, when I was 

governor of Arkansas. A close friend had contracted the 

virus, and IÕll never forget visiting him in the hospital. His 

face and body were covered in the black lesions that were 

the hallmark of KaposiÕs sarcoma and, without the benefit of 

antiretroviral therapy, he died not long after my visit. 

It was hard to imagine then a time when we might be able 

to provide a normal lifespan to people living with HIV, limit 

its spread and actually envision an end to AIDS. 

Over the past 15 years of the global fight against HIV, weÕve 

made a lot of progress and learned important lessons about 

the impact of AIDS on public health and development 

around the world. 

If weÕve learned anything, itÕs that when we neglect lethal 

infectious diseases, the problem will become bigger, more 

costly and more difficult to solve in the long run. WeÕve seen 

this most recently with the Ebola crisis in West Africa. If we 

had responded to the AIDS crisis sooner and on a wider 

scale, the epidemic might have been managed with less loss 

of life. Instead, it became one of the most expensive and 

difficult undertakings in public health history. 

The good news is that, since the global community found 

the will to act, remarkable progress has been made, 

illustrating a second lesson: when we come together 

across sectors, cultures and continents, thereÕs virtually no 

limit to what we can accomplish. Thanks to the combined 

efforts of governments of countries with large infection 

rates, national and institutional donors, nongovernmental 

organizations (NGOs) and private businesses, scientists and 

health workers, the global AIDS response has become one 

of the greatest examples of ambitious thinking and creative 

problem-solving the world has ever seen. 

When we founded the Clinton Health Access Initiative 

(CHAI) in 2002, there were only about 200 000 people 

in low- and middle-income countries receiving treatment 

for HIV, mostly in Brazil and Thailand. For most of these 

countries, generic drugs cost between US$ 400 and  

US$ 500 per yearÑmuch less than we were paying in the 

United States of America, but still far too much in places 

where incomes could hover around US$ 1Ð2 per day. We 

quickly realized that drug companies needed to move from 

a high-cost, low-volume pricing model to one that was 

high-volume, low-cost, and we set about raising money, 

improving delivery methods and negotiating lower price 

contracts between health ministries and drug suppliers.  

ItÕs hard to believe that, back then, it seemed nearly 

impossible that we could help nearly 15 million people gain  

access to HIV medications, not only for those under 

contracts CHAI negotiated, but for other purchasers as well. 

For example, between 2009 and 2012, the United States 

PresidentÕs Emergency Plan for AIDS Relief (PEPFAR) 

increased its coverage from 1.7 million to 5.1 million people 

at no extra cost. 

The global community believed that a life in Lilongwe or 

Lusaka was worth saving as much as a life in New York 

or San Francisco, and we got to work on it, creating 

institutions like UNAIDS, the Global Fund to Fight AIDS, 
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Tuberculosis and Malaria, PEPFAR, and UNITAID, which 

mobilized unprecedented resources, with remarkable 

contributions from NGO donors led by the Gates 

Foundation, and implementers like Doctors Without 

Borders, Partners in Health, CHAI and many others.

Today, we are well on our way to ending AIDS, but much 

more work remains. 

Ending the AIDS epidemic is primarily a logistical challenge 

now, and until scientists discover a cure, the most effective 

tool we have is to provide treatment for all who need itÑand 

to provide it as early as possible. The evidence is strong that 

early treatment goes a long way towards preventing new 

infections and helping people live long, productive lives. 

This means starting by ending mother-to-child transmission, 

an initiative that has shown great promise and early success. 

Treatment for both adults and children is far cheaper than it 

was even a few years agoÑin fact, we are already spending 

more money on HIV every year than it would cost to treat 

every single individual who carries the virusÑso over 

the next five years we should strive to achieve universal 

treatment. We can afford to be ambitious. Not to be will 

actually cost more, in lives and money. 

To achieve this goal, we need to help countries reach the 

millions of people within their borders who may not know 

they are infected by providing higher-quality, lower-cost 

diagnostics and helping to build efficient health systems 

that can deliver them where they are most needed. This will 

be particularly importantÑand particularly challengingÑin 

big countries like Nigeria and the Democratic Republic 

of the Congo. It will also be important in countries with 

lower burdens, where HIV is ignored or where the epidemic 

persists among members of marginalized groups. It can be 

done. For example, in Mozambique, with the support of the 

national government and CHAI, laboratory technicians now 

set out across lakes in canoes visiting rural communities 

with point-of-care devices that can help increase rates of 

antiretroviral therapy initiation and better monitor patientsÕ 

viral loads across a lifetime of care. 

Most important, we need to support developing countries 

in their efforts to manage and finance their own responses. 

AIDS is a global challenge, but it is also an inherently local 

one. Donors must give a high priority to helping minis-

tries of health around the world put in place the qualified 

community health workers and effective health systems 

necessary to develop and sustain national treatment 

programmes. Good systems will also empower them to limit 

the impact of other problems, including a reappearance of 

Ebola, diarrhoea and, in Haiti, the persistence of cholera. 

As we work to meet the new UNAIDS 90Ð90Ð90 targets, itÕs 

worth remembering where we started and how far weÕve 

come. Going forward, we must use the lessons of the past 

to inform the efforts of the future. If we remember what 

is possible when we all work together, we will be able to 

overcome the challenge much sooner than many people 

think and enjoy a future where AIDS is a thing of the past.  
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03 

To encourage the pharmaceutical industry to 

make essential drugs more widely available 

and affordable by all those who need them in 

developing countries

In 2000, the average price of HIV treatment per person per year was 
US$ 10 000. By the end of 2011, the lowest price of antiretroviral 
medicines was less than US$ 100 per person per year, a 100-fold 
reduction in 15 years. This price reduction was singularly respon-
sible for providing hope to millions of people living with HIV.

Price reductions for essential HIV medicines and diagnostics were 
not easily achieved. Advocacy by activists, especially in high-income 
countries, highlighted the global divide between the haves and have-
nots. Global outrage mounted as AIDS-related deaths grew. 

Amid this turmoil, the Accelerating Access Initiative from 
UNAIDS and pharmaceutical companies was started in 1998. 
This initiative laid the foundation for establishing the feasibility 
of rolling out antiretroviral therapy. Companies demanded that 
governments waive taxes and duties as essential preconditions to 
reduce prices, but the prices offered by the companies were still 
beyond the reach of low- and middle-income countries, making 
any meaningful scale-up of treatment access impossible. 

By 2003, Brazil and Thailand had begun to manufacture antiretro-
viral medicines. When these two countries publicly declared their 
prices for antiretroviral medicines, it shocked the world: they were 
producing the life-saving medicines at a fraction of the cost being 
charged by pharmaceutical companies (US$ 276 compared to 
US$ 2436 annually per person). Through manufacturers of quality 

generic medicines, a lifeline was extended, and prices tumbled as 
market forces compelled companies to reduce prices.

Public opposition to high medicine prices and the AIDS epidemic 
focused attention on the global efforts of the World Trade 
Organization (WTO) to secure intellectual property rights through 
its Trade-Related Aspects of Intellectual Property Rights (TRIPS). 
The good was threatening to be the enemy of the greater good. 
To meet the growing outrage over prices and the negative impact 
of TRIPS, a landmark deal was struck by members of WTO; 
this was then enshrined in the 2001 WTO Declaration on the 
TRIPS Agreement and Public Health (also known as the Doha 
Declaration), which allowed governments to use the flexibilities 
of TRIPS to issue compulsory licences and allow the use of quality 
generic medicines during public health crises (such as the AIDS 
epidemic). In 2005, India—an exporter of generic antiretroviral 
medicines—took advantage of the exemption period for adopting 
intellectual property protection (including for pharmaceutical 
products) and amended its Patent Act to incorporate some of the 
flexibilities provided within the TRIPS agreement. Today, nearly 85% 
of the antiretroviral medicines for HIV treatment come from India.

The WHO Prequalification Programme (PQP) was established 
in 2001 to facilitate access to medicines (including generics for 
HIV, malaria and TB). The programme ensures that medicines 
meet standards of quality, safety and efficacy, thus allaying fears 
of substandard medicines being procured by countries. Generic 
manufacturers were subjected not only to the strict scrutiny of 
WHO, but also to that of regulators such as the United States Food 
and Drug Administration. These regulatory processes gave donors 
confidence in supporting treatment delivery.

Every year, UNAIDS and WHO meet with pharmaceutical 
companies (both originators and generics) to present and discuss 
the forecast for antiretroviral medicines, providing the market 
with estimates and trends in antiretroviral medicine use based on 
the evolving WHO guidelines for HIV treatment.

Yet another innovation was the creation of the Medicines Patent 
Pool (MPP) by UNITAID in 2010. The MPP is a system that 
provides entities other than the patent holder with simplified 
access to patents and other forms of intellectual property. Through 
this mechanism, patent holders voluntarily offer the intellectual 
property related to their inventions to the patent pool (albeit with 
certain conditions). Companies that meet the required standards 
and wish to use the intellectual property to develop medicines can 
then seek a licence from the MPP to produce the medicines for use 
in developing countries. 

Major agreements managed by the MPP have resulted in the 
generic production—and improved affordability—of important 
medicines for paediatric treatment, including abacavir, lopinavir/r 
and fixed-dose combinations of tenofovir-based regimens.

While prices of first-line antiretroviral medicines have fallen 
significantly, prices for second-line and new generation HIV 
medicines are still high and need to be negotiated down.

TDF/FTC/EFV (1 pill once a day)
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AZT/3TC + EFV (1 pill twice a day + 1 pill once a day)
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Prices of diagnostics also have fallen. The price of HIV testing 
has dropped to less than US$ 1. A landmark deal brokered by 
UNAIDS and the Clinton Foundation—with support from the 
Government of South Africa, PEPFAR and the Global Fund—led 
to prices of viral load tests being reduced by 40% for low- and 
middle-income countries (to less than US$ 9.40 per test). This deal 
led to offers of price reduction by several other manufactures.

04 

To help Africa build its capacity to tackle the 

spread of the HIV/AIDS pandemic

The success of the global AIDS response also is a success of Africa. 
Two values described in the Millennium Declaration—solidarity 
and shared responsibility—have transformed Africa’s leadership 
on AIDS. The AIDS response is fully owned by Africa, with vital 
support from development partners. Africa has built its capacity 
on multiple fronts, some of which include:

Political leadership. Africa has a united continental front 
against AIDS. Over the past 15 years, all regional and conti-
nental bodies in Africa have addressed AIDS as priority. For 
example, the African Union (AU) and the Organization for 
African Unity developed a continental vision through the Abuja 
Declaration. Accountability mechanisms such as AIDS Watch 
Africa brought together African presidents and prime ministers 
to review progress. Peer pressure for progress is being built by the 
Champions, a consortium of African leaders supporting AIDS.

Adopted in 2012, the AU Roadmap on Shared Responsibility 
and Global Solidarity for AIDS, TB and Malaria Response in 
Africa shifts the development cooperation framework to one 
that is African-sourced, providing a results-based blueprint 
for accelerating the implementation of the AU commitments, 
particularly those on health governance, diversified financing 
and access to medicines. A practical guide was developed and 
published to help member states, regional economic communities 
and various stakeholders implement the Roadmap.

Investments. A total of US$ 113 billion was invested in 
sub-Saharan Africa for the AIDS response between 2000 and 2014. 
By the end of 2014, domestic investments were 35% of the total 
amount invested. Countries such as Botswana, Namibia and South 
Africa invest the majority of the resources needed from domestic 
sources.

Health systems. Health systems in Africa have been strength-
ened exponentially as HIV service delivery has expanded. The 
governance and management of health services has become more 
inclusive, and health services are reaching more people in Africa 
than they were at the turn of the century. Access to high-quality 
medicines, diagnostics and other commodities has significantly 
increased in all countries in Africa. Countries have adopted task 
shifting, and despite human resource constraints, the prudent 

use of decentralization and task shifting—and the deployment of 
community health workers—has boosted access to and uptake of 
health services. With increased demands on reporting on progress 
made, health information systems have been strengthened, and 
policy-makers and implementers across Africa have better access 
to data about epidemics and programmes.

Social protection. Social protection programmes have been 
strengthened in most countries, bringing much needed support to 
children, orphans, caregivers and populations affected by HIV. 

SouthÑSouth cooperation. The lessons learned in Africa 
about delivering health are being shared within Africa and beyond. 
For example, the success of community health forces in Ethiopia 
is being replicated in Namibia, and the community delivery of 
antiretroviral therapy is being implemented outside of Africa.

Civil society and the empowerment  

of communities. The resilience of communities in Africa  
and the strengthening of civil society organizations and 
community networks has fostered innovation, increased uptake 
of health services and ensured adherence to treatment (where 
necessary). Community dialogue has opened the space for a wider 
discussion about development issues and the inclusion of affected 
populations in decision-making. Networks of people living with 
HIV have led efforts to realize their rights and have provided 
peer support for treatment adherence. Women’s empowerment 
has been a central theme in the design of programmes to protect 
young women and girls from HIV infection. Faith-based commu-
nities have played a central role in the delivery of HIV services: 
it is estimated that nearly half of all health-care delivery in many 
countries is managed by faith-based organizations.

Local production. To develop the pharmaceutical sector 
from the perspective of both public health and industrial devel-
opment, African leaders have established the Pharmaceutical 
Manufacturing Plan for Africa and its related Business Plan, the 
Action Plan for the Accelerated Industrial Development of Africa, 
the African Medicines Regulatory Harmonization (AMRH) 
programme (led by the New Partnership for Africa’s Development 
(NEPAD) agency) and the AU Roadmap as strategic continental 
frameworks. These frameworks and policies aim to build a policy 
and regulatory environment conducive to pharmaceutical sector 
development, and to improve the domestic production and 
security of supplies of essential medicines—including antiretro-
viral medicines, 98% of which were imported as of 2013.

PublicÑprivate partnerships. Several public–private 
partnerships were forged to enhance the reach of health service 
delivery. For example, the Africa Comprehensive HIV & AIDS 
Partnerships (ACHAP)—a public–private partnership between the 
Government of Botswana, the Bill & Melinda Gates Foundation 
and the Merck Company Foundation—was established in 2000 
and helped start the first public sector antiretroviral therapy 
programme in Africa. This set the stage for high antiretroviral 
therapy coverage in Botswana. The programme helped Botswana 
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innovate with different models for delivering HIV services at a 
national scale, including provider-initiated testing and nurse-initi-
ated antiretroviral therapy programmes.

Human rights. Human rights organizations across Africa have 
worked to protect the rights of people affected by HIV. They have 
successfully challenged unjust laws, secured landmark judgements 
when discrimination has occurred, and facilitated a rights-based 
approach to HIV programming. As a result, antidiscrimination 
legislation has been passed in several countries. The African 
Commission on Human and Peoples’ Rights has worked closely 
with UNAIDS and the United Nations Development Programme 
(UNDP) to address stigma, discrimination and other human 
rights violations towards people living with HIV in Africa. Their 
joint efforts led to the adoption of the Resolution on Involuntary 
Sterilization and the Protection of Human Rights in Access to 
HIV Services. Similarly, the African Commission established a 
Committee on the Protection of the Rights of People Living with 
HIV and those at Risk, Vulnerable to and Affected by HIV.

Improved governance. The lessons learned from the coor-
dination of the AIDS response have provided a new paradigm for 
governance of other development issues. Intersectoral collabora-
tion is better understood and applied across various development 
issues, and this has pressured sectoral leads to be open to wider 
partnerships and to accept greater scrutiny of their accountability.

Scientific research. Africa has built its own capacity for 
scientific research, and it has collaborated with the international 
community in finding solutions to the AIDS epidemic. Several 
scientific breakthroughs have been pioneered in close collabora-
tion with Africa’s universities, scientists and communities.

RESULTS OF INCREASED  

CAPACITY IN AFRICA

The gains in halting and reversing the AIDS epidemic in Africa are 
a testament to the increased capacity of Africa. The majority of the 
declines in new HIV infections among children and adults have 
occurred in Africa; this also is the case with declines in AIDS-
related deaths. Equally important strides have been made in the 
area of human rights.

WHAT HAS THE WORLD NOT ACHIEVED?

The world has not yet ended the AIDS epidemic. That is a  
goal set for 2030. 

There are significant gaps in the AIDS response. Stigma and 
discrimination faced by people living with HIV have been 
reduced, but not sufficiently. 

Many of the goals set for reducing new HIV infections and 
removing punitive laws in 2015 have not been achieved. Key popu-
lations—especially sex workers, gay men and other men who have 
sex with men, transgender people and people who inject drugs—
often are ignored and discriminated against in most countries. 

The criminalization of drug use and consensual adult sexual 
behaviour impedes access to services. Many countries also do not 
provide evidence-informed HIV services, especially for people 
who use drugs. Nearly half of people living with HIV still do not 
know their HIV status.

Simply put, the AIDS targets of the MDGs are a legacy that must 
be continued. We must build on them if we are to ensure that the 
gains are irreversible and that the world finishes what it started—
ending the AIDS epidemic. 

RESTING THE CASE

The decline in AIDS-related deaths is having profoundly positive 
effects on health outcomes and demographic trends in many 
countries. In South Africa, for example, life expectancy rose  
from 52 years in 2005 to 61 years in 2014. The number of AIDS-
related deaths fell by more than half and the proportion of AIDS-
related deaths among overall mortality dropped from 51% in  
2005 to 31% in 2014.

Empirical data from several demographic and surveillance sites 
in eastern and southern Africa have demonstrated a significant 
increase in life expectancy among people living with HIV as 
antiretroviral therapy has scaled up. Sharp improvements in life 
expectancy among people living with HIV contrast with compara-
tively minor gains in life expectancy among all men and women.

In 2000, AIDS was a death sentence: people living with HIV had 
just a few years to live. Today, the life expectancy of a person 
living with HIV who is receiving treatment is the same as that of a 
person who is not infected with HIV. That is success.

Expected impact of HIV treatment on survival of a 
20-year-old person living with HIV in a high-income 
setting (different periods)
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(mono/dual therapy)

HAART era 
(triple therapy)
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Source: Lohse N, Hansen AB, Pedersen G, et al. Survival of persons with  
and without HIV infection in Denmark, 1995-2005. Ann Intern Med. 
2007;146(2):87-95.
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POLITICAL 
LEADERSHIP //// 

DOMESTIC INVESTMENTS 
///// INTERNATIONAL ASSISTANCE 

// NEW TECHNOLOGIES /// COMMUNITY 
DELIVERY ////// LOCAL PRODUCTION 
OF MEDICINES // ANTI-DISCRIMINATION 
LEGISLATION /////////////// SOUTH-SOUTH 

COOPERATION///SCIENTIFIC RESEARCH // 
/// PUBLIC-PRIVATE PARTNERSHIPS /////

// HUMAN RIGHTS //// GOVERNANCE ////// 
DATA AND MONITORING 
// SOCIAL PROTECTION 
/// HEALTH SYSTEMS 
///////////// WOMEN’S 
EMPOWERMENT /// 
///// PEOPLE LIVING 
WITH HIV /// FAITH 
COMMUNITIES /// 
CIVIL SOCIETY // 
EDUCATION
/////////////////
///////////

AFRICA RISING

In the past 15 years, Africa has built its capacity on a variety 
of fronts to manage the AIDS crisis. These capacities are now 
working towards delivering better health care, education, 
social protection and justice and ensuring human rights.
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MILLENNIUM DEVELOPMENT GOAL 6 

COMBAT HIV/AIDS, 
MALARIA AND  

OTHER DISEASES

The HIV-related targets of Goal 6 include:

Have halted by 2015 and begun to reverse  
the spread of HIV/AIDS.

Achieve, by 2010, universal access  
to treatment for HIV/AIDS for all  

those who need it.*
* Added after 2006.
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THE UNITED NATIONS 

POLITICAL DECLARATIONS 

ON AIDS THAT SHAPED THE 

MILLENNIUM DEVELOPMENT 

GOAL 6 AIDS RESPONSE

Since the first discussion on AIDS in 

the United Nations Security Council 

in January 2000, Member States of 

the United Nations and civil society 

have convened annually to discuss 

the progress made in the response. 

It began with the landmark United 

Nations General Assembly Special 

Session on HIV/AIDS in 2001 and 

was followed by three high-level 

meetings on AIDS (in 2006, 2008 and 

2011). These meetings were not only 

pivotal in keeping interest in the AIDS 

response high on the political agenda, 

but they also pushed the world to save 

more lives and stop new HIV infections. 

The successes of the AIDS response 

are a sum total of these commitments 

and efforts. 

2001 UNITED NATIONS 

POLITICAL DECLARATION 

ON HIV/AIDS

At the 2001 United Nations General 

Assembly Special Session on HIV/

AIDS, Member StatesÑjoined by civil 

society and other stakeholders in the 

responseÑcharted a way forward 

to achieve the AIDS component of 

Millennium Development Goal (MDG) 

6. To reflect the results of this first-

ever global meeting, Member States 

unanimously endorsed the 2001 United 

Nations Political Declaration on HIV/

AIDS. This proved to be a turning point 

in the history of the AIDS epidemic: for 

the first time, the global community 

embraced a series of concrete targets 

and commitments, pledging to monitor 

them in annual progress reports.

In the 2001 Political Declaration, 

Member States vowed to implement 

multisectoral national AIDS strategies, 

including clear plans for HIV preven-

tion, treatment, care and support. 

Recognizing HIV prevention as the 

mainstay of the response, the 2001 

Political Declaration established the 

target of reducing HIV prevalence 

among young people (aged 15Ñ24 

years) by 25% in the countries most 

affected by 2005, and globally by 

2010. Member States committed to 

base national responses on the realiza-

tion of human rights and fundamental 

freedoms for all, and on a respect for 

the rights of people living with HIV.

Two months before the United Nations 

General Assembly Special Session on 

HIV/AIDS, United Nations Secretary-

General Kofi Annan had called for the 

creation of a Òglobal war chestÓ to 

finance the push to achieve MDG 6. In 

the 2001 Political Declaration, Member 

States heeded this call and committed 

to undertake urgent work to establish 

a global HIV and health fundÑa 

commitment that bore fruit months 

later, when the Global Fund to Fight 

AIDS, Tuberculosis and Malaria (Global 

Fund) was established.

2006 UNITED NATIONS 

POLITICAL DECLARATION 

ON HIV/AIDS 

Five years later, at a United Nations 

High-Level Meeting to evaluate 

progress towards implementing the 

2001 Political Declaration, Member 

States renewed and updated the 

global commitment on AIDS by 

adopting the 2006 United Nations 

Political Declaration on HIV/AIDS. The 

2006 Political Declaration featured 

a number of key commitments. It 

stressed the commitment of countries 

to eliminate all forms of discrimination 

against people living with HIV and 

vulnerable populations, and to end 

gender inequities and gender-based 

abuse and violence. It also pledged 

to work towards universal access to 

HIV prevention, treatment, care and 

support. Furthermore, it endorsed 

concerted efforts to increase access 

to affordable antiretroviral therapy, 

including the generic production 

of medicines and the use of flexi-

bilities available under the World 

Trade OrganizationÕs Agreement on 

Trade-Related Aspects of Intellectual 

Property (TRIPS).

INTERIM REVIEW 

At the 2008 High-Level Meeting on 

AIDS, Member States called for greater 

accountability, particularly in relation to 

funds spent by all stakeholders. They 

also called attention to some of the 

challenges that had been highlighted 

by countries and civil society: the need 

to adapt HIV prevention programming 

to local contexts, the lack of effective 

programming directed to populations 

at higher risk (especially sex workers, 

men who have sex with men, trans-

gender people and people who inject 

drugs), and the continued criminaliza-

tion of related behaviours. While many 

participants emphasized the dramatic 

increase in the number of people on 

treatment, they nonetheless recognized 

that if HIV prevention efforts were not 

stepped up, these successes would be 

difficult to maintain.

Participants recognized that AIDS 

was an issue for both public health 

and development, and that it required 

a multicultural response. They also 

stated that scaling up the AIDS 

response would help strengthen health 

systems. Human rights and gender 

issues were singled out as imperative 

to an effective response, and leader-

ship and political accountability were 

underlined as the most important part 

of the solution.

2011  UNITED NATIONS 

POLITICAL DECLARATION 

ON HIV AND AIDS 

With the time-bound commitments 

in the earlier declarations already 

being due, global stakeholders 

convened at the United Nations in 

2011 to develop a series of five-year 

targets to run concurrently with 

those of MDG 6. In the 2011 United 

Nations Political Declaration on HIV 

and AIDS: Intensifying Our Efforts 

to Eliminate HIV and AIDS, Member 

States pledged to reduce sexual 

HIV transmission and transmission 

among people who inject drugs by 

50% by 2015 and to eliminate new 

infections among children. Countries 

committed to reach 15 million people 

with antiretroviral therapy by 2015 and 

to cut by half tuberculosis (TB) deaths 

among people living with HIV. The 2011 

Political Declaration also called for: 

an end to gender inequities, gender-

based abuse and violence; the elimina-

tion of stigma and discrimination; the 

repeal of HIV-related restrictions on 

entry, stay and residence; and greater 

efforts to integrate HIV with other 

health and development efforts.
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In September 2000, a gathering of world leaders—the largest 
to that point—held a summit at the United Nations General 
Assembly in New York. Large numbers of people were dying 
because life-saving treatment was unaffordable and inaccessible to 
the majority of people living with HIV. During that bleak period, 
some experts projected that the epidemic would spiral out of 
control given the lack of global resolve and capacity to reverse the 
greatest health challenge of our times (1).

Following the adoption of the Millennium Declaration, eight 
international development aims—the MDGs—were established. 
Each of these goals committed to finding solutions for some of the 
world’s most pressing challenges, and they had specific targets and 
dates for when they were to be achieved.

THE STATE OF AIDS 

At that time, there was only the faintest glimmer of hope in the 
face of the rapidly worsening global AIDS crisis. Large numbers of 
people were dying because life-saving treatment was unaffordable 
and inaccessible to the majority of people living with HIV. 

Recognizing the profound threat that AIDS posed to international 
development and human health and well-being, world leaders at 
the Millennium Summit put the AIDS response at the top of the 
global political agenda. The global community vowed to address 
AIDS and the other leading infectious causes of death. 

MDG 6 committed to halting and beginning to reverse the spread 
of HIV, malaria and other major diseases. As the AIDS response 
grew—and with it, confidence that the epidemic could be pushed 
back—more ambitious goals were added. 

The United Nations Political Declarations on HIV/AIDS was 
adopted in 2001. After the 2006 Political Declaration, a new AIDS 
target covering universal access to HIV treatment by 2010 was 
added to MDG 6. This target was reached ahead of schedule. 

In 2011, Member States at the High-Level Meeting on HIV/AIDS 
committed to the higher treatment target of reaching 15 million 
people with antiretroviral therapy by 2015, a seemingly outrageous 
ambition given that only 9.4 million people were accessing HIV 
treatment at the time. 

The AIDS targets of MDG 6 have not only been achieved—they 
have been surpassed. 

THE MILLENNIUM DEVELOPMENT  

GOALS PUT AIDS ON THE GLOBAL 

POLITICAL AGENDA 

As the world approached the twenty-first century, a consensus 
emerged that a new, more ambitious and holistic global approach 
to poverty reduction and international development was needed. 
The United Nations Development Programme (UNDP) had 
published the first Human development report in 1990, placing 
people at the centre of the development process, then going on to 
relate them to economic debate, policy and advocacy. A series of 

United Nations summits followed that focused on the gaps and 
opportunities in a range of development priorities (2), and by 
2000, the MDGs were decided.

AIDS came close to being excluded from the MDGs. When early 
negotiations focused exclusively on a malaria target for the new 
development framework, Peter Piot, then Executive Director of 
UNAIDS, travelled to New York to demand the inclusion of AIDS 
in the MDGs (3). He attracted support from the then-United 
Nations Secretary-General Kofi Annan and UNDP Administrator 
Mark Malloch Brown, and momentum began to build for the 
inclusion of an AIDS target in the MDGs.

In its 2000 Report on the global HIV/AIDS epidemic, UNAIDS 
noted the epidemic’s potential to “devastate whole regions, knock 
decades off national development, widen the gulf between rich 
and poor nations and push already-stigmatized groups closer to 
the margins of society” (4). It urged the world to wake up to the 
rapidly worsening devastation caused by the epidemic.

SEEING A CLEARER PICTURE AND 

REVISITING THE BASELINE

When the MDGs were launched, the world only had a partial 
understanding of the AIDS epidemic. In large part, this reflected 
the weakness of public health surveillance systems in many 
resource-limited countries, as well as the reality that many people 
living with HIV remained undiagnosed for years and therefore 
were uncounted in official health records.

To estimate the epidemic’s magnitude and growth, UNAIDS 
experts and other epidemiologists primarily depended on the 
only reliable population-based source of HIV infection data: 
sentinel surveillance of pregnant women in antenatal settings. 
Epidemiologists extrapolated from these data to estimate HIV 
prevalence and incidence in the general population.

Over time, additional data sources emerged, such as national 
household surveys, which began to include an HIV testing 
component. These new sources allowed epidemiologists to 
recalibrate their algorithms for estimating HIV incidence and 
prevalence (as well as AIDS-related mortality) in order to obtain 
a more accurate understanding of the epidemiology of HIV. After 
adjustments to reflect the availability of new data were made to 
estimation methods, it became clear that earlier methods had 
somewhat overestimated the severity of the epidemic.

In hindsight, it is apparent that the world faced a full-blown 
AIDS epidemic in 2000. Although new HIV infections globally 
had begun to decline by 2000, the number of new HIV infections 
remained extremely high, AIDS-related deaths continued to 
increase, and only 2% [2–3%] people living with HIV worldwide 
were receiving antiretroviral therapy. In 2000, 3.1 million 
[3.0 million–3.3 million] people were newly infected with HIV, 
including 520,000 [470,000–580,000] children, and 1.6 million 
[1.3 million–2.0 million] people died of AIDS-related causes. HIV 
was the sixth leading cause of death globally at that time (5), and 
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MILLENNIUM  
DEVELOPMENT  

GOALS

2000–2015

ERADICATE EXTREME  
POVERTY AND HUNGER

COMBAT HIV/AIDS, MALARIA 
 AND OTHER DISEASES

REDUCE CHILD MORTALITY

ACHIEVE UNIVERSAL 
PRIMARY EDUCATION

ENSURE ENVIRONMENTAL
SUSTAINABILITY

PROMOTE GENDER EQUALITY  
AND EMPOWER WOMEN

A GLOBAL PARTNERSHIP  
FOR DEVELOPMENT

IMPROVE MATERNAL HEALTH

it was the leading cause of death in eastern and southern Africa. 
New HIV infections also were on the rise in eastern Europe, 
central Asia, Latin America, the Middle East, North Africa and 
North America. By 2000, 9.1 million [4.6 million–25.0 million] 
children had lost one or both parents to AIDS, and the number of 
orphans was increasing each year.

By 2000, AIDS had erased decades of development gains, causing 
a precipitous drop in life expectancy in the most heavily affected 
countries in southern Africa (6). In resource-limited settings, 
AIDS inflicted the greatest harms on poor households, which were 
least able to cope due to deepening poverty, increasing food inse-
curity and overburdened and fragile health systems (6).

At the same time, thanks to the introduction of highly active 
antiretroviral therapy in the mid-1990s, sharp declines in 

AIDS-related mortality were being seen in high-income countries 
(7, 8). Comparable declines also were reported in Brazil, the 
first middle-income country to provide free access to antiretro-
viral therapy through its public health service. In the low- and 
middle-income countries where the vast majority of people  
living with HIV resided in 2000, however, AIDS-related deaths 
were rising because life-saving treatments were largely  
unavailable, starkly underscoring the inequities between the  
global North and South.

The epidemic had yet to elicit a funding response commensurate 
with its severity. Although the total spending on HIV programmes 
in low- and middle-income countries exceeded US$ 4.8 billion in 
2000 (6), this was a fraction of what was needed to meet the need 
for HIV services. This lack of investment did not hold back some 
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countries, however, and Brazil, Senegal, Thailand, Uganda and 
others moved to implement strong national AIDS programmes, 
bending the trajectories of their national epidemics downwards, 
even as the global epidemic continued to worsen (9).

As the world launched MDG 6, a nascent global movement was 
rapidly emerging, demanding equitable access to the life-saving 
therapies that were transforming AIDS responses in high-income 
countries. Under the theme “Breaking the silence”, the  
2000 International AIDS Conference held in Durban, South 
Africa, focused on moving from denial to action in order to  
bring life-saving treatments to all who needed them, regardless  
of where they lived.

ACHIEVING MILLENNIUM  

DEVELOPMENT GOAL 6

The world has succeeded in reaching the AIDS-related targets of 
the MDG 6 goal. This was achieved by financially resourcing the 
commitment by empowering communities and by grounding 
programmes and policies in a human rights approach that was 
informed by scientific evidence. In achieving MDG 6, global 
solidarity, shared responsibility and the collective pursuit of 
ambitious time-bound targets have proved effective.

Achieving the AIDS-related MDG 6 goal has required a 
movement; momentum for the AIDS response was built in every 
part of the world. A truly multisectoral and multi-community 
effort was mounted in places as diverse as schools, hospitals, 
brothels and the alleys where people who inject drugs meet. It 
brought together scientists and priests, politicians and activists, 
parents and teachers, employers and employees. 

Investing in the AIDS response was no longer charity—it was a 
responsibility underpinned by an understanding of global soli-
darity. Country ownership was less about asserting sovereignty 
and more about a commitment to meet the needs of people. 
The total resources available for HIV programmes in low- and 
middle-income countries have risen from US$ 4.8 billion in 2000 
to US$ 20.2 billion in 2014. The sources of financing also have 
evolved over time. Bilateral and multilateral sources accounted 
for 69% of all HIV-related spending in 2005 (10), but by 2014, 
domestic sources in low- and middle-income countries accounted 
for 57% of all HIV-related expenditure.

The impact of this collective movement is indisputable. By the end 
of 2015, over 15 million people living with HIV will be receiving 
antiretroviral therapy. Based on available data, UNAIDS estimates 
that the number of new HIV infections in 2014 (2.0 million 
[1.9 million–2.2 million]) is 35% lower than in 2000. As a result 
of scale-up of services to prevent new infections in children and 
keep mothers alive, the reduction is greater among children than 
adults: in 2014, it is estimated that 220 000 children were newly 
infected with HIV, a 58% decline since 2000 and a 59% drop from 
the peak in new infections among children in 2002, when 530 000 
[480 000–590 000] were newly infected.

The number of people who died of AIDS-related causes in 2014 
(1.2 million [1.0 million–1.5 million] is estimated to be 24% lower 
than in 2004. Similarly, the number of AIDS-related deaths in 2014 
is 42% lower than in 2004, when mortality related to the epidemic 
peaked at 2 million deaths per year.

AIDS-related mortality also has fallen among children under 
the age of 15 years thanks to the progress made in preventing 
mother-to-child HIV transmission and to the expansion of 
paediatric HIV treatment. The number of children who died of 
AIDS-related causes in 2014 (150 000 [140 000–170 000]) is 47% 
lower than in 2001, when global paediatric HIV mortality peaked. 
Children living with HIV, however, continue to experience a 
disproportionate share of AIDS-related deaths—an estimated 13% 
of all AIDS-related deaths in 2014. 

The sharp declines in AIDS-related mortality are due primarily to 
the rapid expansion of HIV treatment over the past 15 years. There 
are now more than 15 million people on antiretroviral therapy 
across the world, the vast majority in low- and middle-income 
countries. This target—achieved 9 months in advance—is a heart-
warming milestone, one that was reached against all odds and 
which has changed the lives of many individuals and families.

Collectively, the world has averted 30 million new HIV infections 
and 7.8 million AIDS-related deaths since 2000. This achievement 
also comes with sobering news: nearly 25.3 million people have 
died of AIDS-related causes since 2000, and 38.1 million people 
have become newly infected. 

It is clear that the AIDS epidemic is not over, but it can be ended. 
With the tools now available, the capacities built, and with social 
and political support, the AIDS epidemic can be ended as a public 
health threat by 2030.

BROADER IMPACT OF THE AIDS RESPONSE 

ON MILLENNIUM DEVELOPMENT GOAL 6

The efforts to reverse the AIDS epidemic had important benefits 
for broader health challenges, including the other diseases priori-
tized in MDG 6, such as TB and malaria.

The AIDS response led to the creation of the Global Fund, which 
has made an impact on beginning to roll back TB and malaria 
over the past 15 years. The Global Fund provides more than 
three quarters of all international financing to TB prevention and 
treatment, and it is the leading funder of malaria control activities.

HIV is the most important risk factor for susceptibility to TB 
infection, and advances in the HIV response have helped global 
efforts to control TB. Antiretroviral therapy cuts the risk of TB 
among people living with HIV by 65% (11), and the scale-up 
of HIV treatment has helped in both the prevention and the 
reduction of TB. HIV treatment coverage among people living 
with HIV and TB has increased. The largest increases in  
antiretroviral therapy among people living with HIV and TB  
have occurred in India, South Africa, the United Republic of 
Tanzania and Zambia.
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ÒNew and emerging  
infections keep  
coming back and  
the world needs a  
collective defense  
system, and that  
requires international 
cooperation and  
collaboration, in  
the name of  
global solidarity.Ó

MARGARET CHAN
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In 2013, among the ten countries with the highest burden of 
estimated incident TB-cases among people living with HIV, ART 
coverage among people living with HIV with incident TB ranged 
from 9% in Nigeria to 55% in Kenya. (Source: GARPR 2014).

In 2002, the World Health Organization (WHO) Strategic 
framework to decrease the burden of TB/HIV promoted synergy 
between HIV and TB services. An integrated approach by 
health-care providers can address intersecting issues between the 
two diseases that are often missed by separate, vertical disease 
programmes. The result has been an active effort to identify people 
living with both HIV and TB in HIV-specific and TB-specific 
service systems (12).

In 2014, a total of 89 of the 119 countries (78%) that report data to 
UNAIDS indicated they had widespread integrated HIV coun-
selling and testing and TB services. A total of 83 countries (70%) 
reported the substantial integration of antiretroviral therapy and 
TB services in health facilities.

More broadly, the AIDS movement revolutionized health advocacy 
and demonstrated how a respect for human rights and the active 
engagement of affected communities promotes public health aims. 
The malaria, TB and even noncommunicable disease responses 
have incorporated these lessons.

The global hepatitis C advocacy movement also is working to 
replicate the impact that AIDS activism made on antiretroviral 
therapy scale-up in its push to ensure worldwide access  
to breakthrough therapies that cure hepatitis C (13). This  
emerging movement also emphasizes community advocacy  
and human rights.

SUPPORTING ALL OF THE MILLENNIUM 

DEVELOPMENT GOALS 

Achieving MDG 6 has led to gains for other MDGs. Reductions 
in new HIV infections and AIDS-related deaths have contributed 
to reducing child mortality (MDG 4) and improving maternal 
health (MDG 5). The mitigation of the epidemic’s impact over the 
past 15 years also has contributed to the reduction of poverty and 
hunger (MDG 1).

The AIDS response, which emphasizes multisectoral efforts, 
evidence- and human rights-based approaches, community 
involvement, leadership, innovation and smart partnerships,  
also offers important lessons for the other development objec-
tives and the emerging sustainable development agenda of the 
post-2015 era.

Failure to halt and reverse the AIDS epidemic would have  
undermined a great deal of development progress that has been 
made, including lowering poverty, ensuring all boys and girls 
complete primary education, improving maternal health,  
empowering women and girls, and fighting the global malaria and 
TB epidemics.

Moreover, progress towards other MDGs contributed to 
reducing the number of new HIV infections by: lowering school 
dropout rates and teen pregnancies; improving young women’s 
socioeconomic status; giving women greater financial autonomy 
and decreasing their dependence on male partners; and  
reducing stigma and discrimination against men and  
women living with HIV.

MILLENNIUM DEVELOPMENT GOAL 1 : 

ERADICATE EXTREME POVERTY  

AND HUNGER

The relationship between AIDS, poverty and human development 
is circular: the impact of AIDS exacerbates poverty and social 
deprivation, while socioeconomic inequalities and food insecurity 
increase vulnerability to HIV infection.

Illnesses related to untreated HIV infection reduce a person’s 
capacity to work, jeopardize livelihoods and undermine food 
security and nutrition. An analysis of 80 developing countries 
predicted that in the absence of treatment, the gross domestic 
product growth rate in a country with 20% HIV prevalence would 
be 2.6% lower each year compared with existing figures (14).

Lack of food security and poor nutrition hastens the progression 
to AIDS-related illness, compromises treatment adherence and 
reduces the response to antiretroviral therapy (15). During the first 
months of treatment, the mortality of a person living with HIV 
can be two to six times higher if they are malnourished, and there 
is evidence that people who begin treatment without adequate 
nutrition have lower survival rates (16).

Health improvements due to antiretroviral therapy have benefited 
the economy, not only by saving the lives of working adults, but 
also by enabling them to return to productive work (17). For 
example, after 12 months on treatment, workers at a tea plantation 
in Kenya were working at least twice as many days per month than 
they were before treatment (16).

MILLENNIUM DEVELOPMENT GOAL 2:  

ACHIEVE UNIVERSAL  

PRIMARY EDUCATION

In countries with high HIV prevalence, the epidemic is hindering 
the goal of reaching universal primary education by affecting both 
the supply of and the demand for education. Children in areas 
highly affected by AIDS drop out of school for several reasons: 
because their families cannot afford school fees, because they 
must contribute economically to the household, or because they 
are needed to care for family members. In the United Republic of 
Tanzania, households that have experienced an adult death delay 
the enrolment of younger children in school (while older children 
continue schooling), and in the Central African Republic and 
Swaziland, school enrolment at the start of the twenty-first century 
fell by 25–30% due to HIV (18).



57

In 2005, global estimates suggested that the cost of HIV to the 
educational system could be as much as US$ 1 billion per year as 
a result of teacher deaths and absenteeism (19). A costed math-
ematical model of the impact of HIV and treatment on teacher 
recruitment, mortality and absenteeism in the three geographical 
regions with the highest HIV prevalence—sub-Saharan Africa, 
the Caribbean and the Greater Mekong subregion of East Asia—
confirmed that the impact of HIV on teacher supply is enough to 
derail efforts to achieve “education for all” in several countries. 
Scaling up access to HIV treatment can mitigate this problem (20).

Education helps the AIDS response. There is evidence that 
education reduces the vulnerability of girls to HIV infection, 
and each year of schooling offers greater protective benefits: for 
example, a one-year increase in schooling decreases the probability 
of an adult woman testing positive for HIV by 0.06% in Malawi 
and by 0.03% in Uganda.

School can impart knowledge and skills that reduce a person’s 
chances of getting HIV, even in the absence of HIV-specific 
programmes. In 17 countries in Africa and four countries in Latin 
America, girls with more education were found to delay first 
sex and were more likely to use condoms (4). In Uganda, HIV 
infection rates declined the most among young women with a 
secondary school education.

MILLENNIUM DEVELOPMENT GOAL 3: 

GENDER EQUALITY AND  

WOMENÕS EMPOWERMENT

Since gender inequalities place women and girls at greater risk of 
exposure to HIV, progress in MDG 3 is fundamental to the HIV 
response (21). This greater risk of exposure, combined with biolog-
ical susceptibility, means HIV continues to disproportionately 
affect women and adolescent girls.

When their cultural, social and economic status is lower than 
that of men, women and young girls are unable to negotiate 
protected sex. The lack of decision-making powers, limited access 
to resources, fear of violence and abandonment, and cultural 
attitudes towards sex, pregnancy and HIV all are barriers to 
women and girls accessing HIV services.

There is evidence that gender-based violence makes women, 
girls, men who have sex with men and transgender people more 
vulnerable to HIV. The same women who are at higher risk of 
HIV also are at risk of violence. Women and girls who use drugs, 
female sex workers and transgender women are particularly likely 
to experience violence.

A 2010 study of young women in South Africa showed that power 
inequality in relationships and intimate partner violence were 
associated with an increased risk of HIV of 11.9% and 13.9%, 
respectively (22, 23). There are some examples of programmes 
that have successfully tackled the challenge of combining HIV and 
violence prevention, but these need to be scaled up and sustained.

Marginalized women living with HIV experience further inequal-
ities. Lower rates of treatment are reported among women who 
inject drugs, and only 36% of female sex workers living with HIV 
in low- and middle-income countries are on treatment (24).

Policies supportive of the needs and rights of women and girls are 
essential to counter these inequalities (25).

There are positive developments. As of 2014, nearly two thirds 
of countries include women-focused initiatives in their national 
AIDS strategies and have strengthened gender equality and human 
rights within their HIV responses. More than 700 civil society 
organizations are engaged in implementing an agenda for the 
empowerment of women.

This needs to translate into concrete resource allocation for HIV 
programmes for women. Despite two thirds of countries including 
initiatives for women in their national plans, only 58% actually 
allocate budgets to address the epidemic’s gender dimensions (26).

The importance of structural approaches to maximizing the effec-
tiveness of HIV prevention and treatment programmes (including 
violence against women and girls, education and economic 
empowerment) is more widely recognized. There is increasing 
agreement that without promoting wider social and economic 
programmes, the HIV epidemic will not be controlled in many 
countries (27).

MILLENNIUM DEVELOPMENT GOAL 4: 

REDUCE CHILD MORTALITY

In 2000, HIV accounted for 3.3% of global deaths of children 
under five years of age (and 6.2% of deaths in this age group in 
sub-Saharan Africa).

Between 2001 and 2013, prevention of mother-to-child transmission 
of HIV services expanded enormously, and they now reach 77% 
[71-82%] of women in 21 high-priority countries in sub-Saharan 
Africa (28). The widespread implementation of these services 
has been one of the great public health success stories. New HIV 
infections among children fell by 59% from 2001 to an estimated 
220 000 [190 000–260 000] in 2014. AIDS-related deaths among 
children have fallen to 150 000 [140 000–170 000]. Annual AIDS-
related deaths among children under five years of age dropped in 
Zimbabwe from 17 000 in 2000 to 3400 in 2014, and they dropped 
in South Africa from 25 000 in 2000 to 3800 in 2014.

Several ambitious global initiatives were launched to accelerate 
progress in reducing AIDS-related child mortality in the countries 
that are most affected. The Global Plan towards the elimination 
of new HIV infections among children by 2015 and keeping their 
mothers alive (Global Plan) was launched in 2009 to make a  
significant impact on the reduction of infant and maternal 
mortality (29). After four years of implementing the Global Plan, 
eight high-priority countries have realized declines of 50% or 
more; in the other 13 countries, progress has been more gradual  
or has stalled.
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The discoveries of two previously unknown viruses have 

dominated my life, as they have the lives of so many millions 

of people. Two of the most extraordinary viruses of the 

modern day, Ebola and HIV, demonstrate how far we have 

come in the field of global health, while also revealing the 

weaknesses in society that facilitate the transition from 

infection to epidemic to humanitarian crisis.

HIV and Ebola have forced me to confront the extreme 

complexity of health and disease. They have shown in stark 

terms the devastating consequences of fear, distrust, stigma 

and discrimination in reinforcing vulnerability to disease, 

and preventing people from accessing health services. 

These viruses remind us that although access to services 

is critical, health emerges through a confluence of social, 

economic, cultural and political determinants.

The AIDS response has also been a beacon of hope, 

demonstrating the power of science, compassion and global 

collective will in generating resources and solutions for poor 

and marginalized people around the world. Remarkable 

progress has been made in the response, particularly 

through the availability of affordable antiretroviral therapy. 

As Executive Director of UNAIDS, negotiating a reduction in 

the price of antiretroviral medicines was one of my foremost 

priorities. The subsequent and remarkable reduction in cost 

from tens of thousands of dollars per patient per year to  

US$ 150 has enabled millions of people to gain access to 

life-saving treatment. Due both to the political commitment 

generated at the highest levels, and to the community and 

health platforms established to deliver treatment, the AIDS 

response has had multiple collateral benefits, including a 

major increase in funding for global health issues, partic-

ularly malaria and tuberculosis, and a strengthening of 

services for maternal and child health in some countries.

NO SHORTCUTS:  

THE LONG AND  

WINDING ROAD TO 

EPIDEMIC CONTROL

PETER PIOT
Director of the London School of Hygiene  

& Tropical Medicine  
Executive Director, UNAIDS, 1996–2008

We know, however, that these successes are fragile and 

inadequate. We see rising rates of new HIV infections in 

pockets around the world, and continued high rates of 

HIV prevalence among populations at higher risk. As with 

most health and social issues, prevention has often been 

neglected in favour of treatment. Yet we will not treat 

ourselves out of this epidemic. HIV prevention must be  

reinvigorated, particularly for people at highest risk of 

infection, while ensuring that legal and societal discrimina-

tion of these populations is removed. The AIDS response 

must be as firmly embedded in human rights as it is in 

scientific evidence.

Furthermore, the needs of people living with HIV are not 

being adequately met: far too little attention has been paid 

to HIV testing and viral load monitoring, securing more 

affordable second- and third-line antiretroviral drugs, the 

quality of chronic HIV care and services, or medical equity.

The recent Ebola outbreak in West Africa further 

reminds us that the world remains unprepared for major 

outbreaksÑparticularly in poor countries, where health 

workers are few, health systems are weak, and early warning 

systems are largely nonexistent.

The complexity of health, which is driven as much by diplo-

matic relations, intellectual property rights and marketing as 

it is by gender norms, religion and laboratory capacity, must 

be appreciated. When I reflect on the 30-year history of the 

HIV epidemic, it strikes me that the multifaceted response 

to AIDS, although far from perfect, can serve as a model 

for societyÕs future response to the growing epidemic of 

chronic diseases, obesity and injuries, along with maternal 

and child health. The model is complex and messy. Yet the 

reality from which we cannotÑmust notÑhide is that there 

are no shortcuts.  
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The Every Women, Every Child movement also has contributed 
to significant progress in strengthening political commitment, 
partnerships and innovation around women’s and children’s health 
worldwide. Since its launch in September 2010, the movement’s 
Global strategy for women’s and children’s health has raised unprec-
edented resources to support research and the development of new 
technologies and service delivery models (30).

AIDS-related deaths among children have fallen thanks to 
treatment roll-out and prevention of mother-to-child transmis-
sion programmes. Increasing children’s access to antiretroviral 
medicines, however, has been much slower than for adults (29, 31).

MILLENNIUM DEVELOPMENT GOAL 5: 

IMPROVE MATERNAL HEALTH

AIDS-related deaths are still the leading cause of death worldwide 
for women of reproductive age. The most common causes of death 
among women living with HIV are non-pregnancy-related infec-
tions, including AIDS, pneumonia, TB and meningitis. Pregnant 
women living with HIV are also at greater risk of dying from 
pregnancy-related complications than women who are not living 
with HIV (32).

As a result of expanded access to prevention and treatment 
services, AIDS-related deaths among women decreased after 
2005 (28). Data from the Network for Analysing Longitudinal 
Population-based HIV/AIDS Data on Africa (ALPHA) collected 
at sites in sub-Saharan Africa suggest that when both men and 
women are receiving treatment, there have been greater declines 
in AIDS-related mortality among women, either due to increased 
uptake or better treatment outcomes (33). Antiretroviral therapy 
coverage also is estimated to be higher among women than men 
globally because of their closer contacts with health-care facilities 
through antenatal care (34).

The scale-up of prevention of mother-to-child transmission 
of HIV services has had a significant impact on women’s lives, 
particularly in sub-Saharan Africa, where the majority of women 
living with HIV reside. The 2013 WHO treatment guidelines 
recommend providing lifelong treatment to pregnant and 
breastfeeding women living with HIV for prevention of moth-
er-to-child transmission of HIV. Women living with HIV now 
begin treatment earlier, before their immune system is damaged. 
Findings in sub-Saharan Africa, however, show that women 
starting antiretroviral therapy to prevent mother-to-child trans-
mission are five times more likely to default on therapy than 
women initiating antiretroviral therapy for their own health (35).

Early HIV testing is key for women to be engaged with the health-
care system for both HIV prevention and treatment. HIV testing 
during antenatal care is the major source of women’s knowledge 
about their status, especially in low-income countries, where 
women often do not learn they have HIV until they are pregnant 
and tested as part of their maternal health care. Approximately 
40% of pregnant women in low- and middle-income countries 

received HIV testing and counselling in 2012, an increase  
from 26% in 2009.

Despite the impressive gains in the uptake of HIV testing in 
sub-Saharan Africa, in the median country 71% of women and 
83% of men have never been tested for HIV.

Preventing unintended pregnancies among women living with HIV 
and providing contraception for women who need it are missing 
pillars. Voluntary family planning programmes can increase access 
to HIV prevention information and services because they can reach 
people who may not seek out HIV services independent of other 
health services. Between 1990 and 2012, the unmet need for family 
planning decreased on average from 17% to 12%, but 225 million 
women still have unmet family planning needs.

Despite the increase in contraceptive use over the past 30 years, 
many women in all regions still do not have access to modern 
contraceptive methods. Globally, over 10% of all women do not 
have access to—or are not using—an effective method of contra-
ception. Unsafe sex is the main risk factor for women contracting 
HIV in developing countries.

The integration of family planning services with treatment services 
offers an opportunity to support the right of people living with 
HIV to make informed, voluntary choices related to their repro-
ductive health. Integrating HIV into family planning program-
ming offers the opportunity to provide women with information 
on how to prevent infection, and it allows HIV messages to reach 
married women (who are frequently less exposed to them). Cost-
effectiveness studies suggest net savings when HIV and sexually 
transmitted infections services are integrated into maternal and 
child health services. Similar findings were reported in a study of 
models operating in Ethiopia, Kenya, Rwanda, South Africa and 
Uganda (36). These findings support the growing body of evidence 
that proves that integrated service delivery can improve service 
coverage, quality and use rates, resulting in significant public 
health benefits and a more efficient deployment of resources.

MILLENNIUM DEVELOPMENT GOAL 8: 

GLOBAL PARTNERSHIP FOR DEVELOPMENT

Partnership was a central concept of the MDGs, and it has been 
critical to efforts to address HIV. Among the many observations 
from the global HIV response since the early 1980s is that effec-
tiveness and progress are closely correlated with the scope and 
extent of partnership. 

The AIDS movement, which itself is a partnership, has promoted 
and facilitated cooperation, collaboration and engagement  
among partners since the beginning. The rich history of partner-
ship in the global HIV response can be observed both quantita-
tively and qualitatively. 

Global, regional and local networks of people living with and 
affected by HIV represent a shining example of contributions 
widely accepted as pivotal to the uptake of HIV services. Such 
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Percentage of women who have ever been tested for HIV by year  
and womenÕs HIV prevalence  
Bubble size = HIV prevalence among women aged 15Ð49 years
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networks bring together and amplify the voices and engagement 
of men who have sex with men, sex workers, people who inject 
drugs, transgender people and other populations disproportion-
ately affected by HIV. These populations also are frequently subject 
to high levels of stigma and debilitating legal, social, political and 
economic discrimination.

Partnerships are not always easy to establish or maintain, nor 
are they always welcome. For example, evidence clearly shows 
that partnerships involving pharmaceutical companies have led 
to steep decreases in the prices of life-prolonging antiretroviral 
medicines in much of the developing world (37). Such partner-
ships often started on an adversarial basis, as advocates—partic-
ularly those working in strengthened civil society partnerships—
pushed reluctant drug companies to make their medicines more 
affordable in resource-constrained environments. Pressure, 
negotiations and the creation of innovative mechanisms (such as 
UNITAID, an international drug-purchase facility), eventually led 
to the widespread availability of lower-cost generic medicines.

GBCHealth is a coalition of companies and organizations that 
aims to “leverage the power and resources of the private sector” to 
improve responses to AIDS and other notable global health chal-
lenges (38). By raising awareness and setting standards and codes 
of conduct, GBCHealth and similar coalitions help to improve the 
employment policies of members regarding HIV, prompt govern-
ments to devise and implement policies that better support the 
health of citizens (and thus employees) and encourage members 
to direct financial and other kinds of support to HIV-related 
programmes and services.  
 

The Global Media AIDS Initiative is another example of a partner-
ship between public and private media organizations that increases 
awareness and reduces stigma and discrimination throughout the 
world by leveraging its combined reach.

The beneficial value of partnership can be seen in the work of 
UNAIDS, a growing partnership of 11 United Nations bodies and 
the Global Fund, the largest single source of multilateral financing 
for HIV programming worldwide, which prominently refers to 
itself as a “partnership between governments, civil society, the 
private sector and people affected by the diseases” (39). 

Another example of the wide and diverse scale of partnerships are 
faith-based organizations (FBOs) staffed by volunteers. Operating 
in thousands of communities worldwide, FBOs provide vital 
nutrition and social support to children who have lost one or more 
of their parents to AIDS. The impact of responses would have 
been much smaller in the absence of enhanced and continuously 
renewed partnerships.

Partnerships between donors can be an effective way to support 
difficult-to-reach local partners, especially in the civil society 
sector. Such an approach resulted in the creation in 2012 of 
the Robert Carr Civil Society Networks Fund (RCNF), which 
describes itself as a “cooperation of donors and civil society 
networks that are active in the area of HIV” (40). RCNF seeks to 
strengthen international networks around the world, especially 
those that comprise and focus on what it terms “inadequately 
served populations,” such as gay men and other men who have 
sex with men, people who inject drugs, prisoners, sex workers and 
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THE TWIN 

CHALLENGES OF AIDS 

AND MALARIA

RAY CHAMBERS
United Nations Secretary-General’s  

Special Envoy for Financing the  
Health Millennium Development  

Goals and for Malaria

The Millennium Development Goals have played a critical 

role in elevating awareness of, and advocacy for, both HIV 

and malaria. The historic gains we have seen in the response 

to these diseases have been nothing short of breathtaking. 

The ambitious targets set under the Millennium 

Development Goals challenged leaders to create and 

execute plans for malaria financing, logistics and measure-

ment. The clear deadlines for goal achievement allowed us 

to work back and develop road maps that pointed the way 

to progress. The high visibility and global alignment of the 

Millennium Development Goals provided motivation for 

companies and institutions to invest in discovering better 

diagnostics, treatments and preventive tools. Our collective 

efforts have reduced malaria deaths among children under 

five by 69% in Africa, reversed the incidence of malaria in 98 

malaria endemic countries and saved more than 6.2 million 

lives between 2000 and 2015, effectively returning billions 

back to economies. 

Progress, however, cannot breed complacency. Malaria,  

like HIV, thrives where poverty is pervasive and health 

systems and communications are weak. The crippling 

effects of these diseases are acutely felt in too many 

parts of the developing world, hindering productivity and 

continuing to stifle local and national economies. Health 

simply must remain a priority as the world moves towards 

adopting an ambitious new development agenda if we hope 

to usher in a world free from poverty, where children can 

expect to thrive. 

I applaud UNAIDSÕ ambitious, and achievable, plan to bring 

an end to the AIDS epidemic by 2030. By strategically 

working back from clear, time-bound targets, the global 

community can operate under a shared mandate, leverage 

the gains achieved under the Millennium Development 

Goals, and align with other global health strategies, 

including the elimination and eradication of malaria.

Like no time before in history, we stand within reach of 

ending two of the worldÕs greatest scourges: malaria and 

AIDS. The time is now to seize this moment. We must be 

deliberate in our approach and move forward with urgency 

to safeguard the lives of our most vulnerable communi-

ties. I am confident that under the leadership of UNAIDS 

Executive Director Michel Sidib�, with the commitment of 

affected countries and alongside global health partners, we 

will see our joint goals realized.    
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ÒIf thereÕs one lesson  
of the MDGs itÕs that  
the cynicism and  
the skepticism are  
profoundly misplaced.Ó 

JEFFREY SACHS
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transgender people. Prior to the establishment of RCNF, which 
provides grants (including core funding) to networks, many orga-
nizations of this sort were chronically under-resourced and rarely 
coordinated financing efforts with each other.

The multisectoral nature of the AIDS response has brought 
together unlikely partners, improving governance, promoting 
inclusiveness and leveraging strengths towards one common 
goal—helping people lead healthy and productive lives.

AIDS IS NOT OVER:  

PERSISTENT CHALLENGES

To build on the achievement of MDG 6 and lay the foundation  
to end the AIDS epidemic by 2030, persistent challenges must 
 be overcome.

Human rights violations and gender inequalities continue to 
increase HIV risk and vulnerability. They also undermine the 
impact of the AIDS response because respect for and promotion 
of human rights and gender equality underpin the response. The 
epidemic’s disproportionate impact on adolescent girls and young 
women is a manifestation of how gender inequality and lack of 
women’s empowerment make the AIDS response less effective 
than it ought to be.

Punitive legal frameworks are keeping too many people away from 
HIV services, exacerbating their social isolation and exclusion, 
and exposing many to violence and abuse. In recent years, a steady 
decline in the number of countries with discriminatory laws 
regarding the entry, stay and residence of people living with HIV 
demonstrates the significance of legal reform in strengthening 
the human rights basis of the AIDS response. If the world is to 

end the AIDS epidemic by 2030, similar successes will be needed 
in addressing other sources of stigma, discrimination, gender 
inequality and human rights violations.

Weak health-care systems continue to hinder national AIDS 
responses, challenging the delivery of essential health services, 
making it difficult to introduce and leverage new therapies and 
technologies, and impeding the collection and analysis of strategic 
information. Although the AIDS response has helped pioneer 
important innovations in health systems strengthening—including 
expediting the use of task-shifting and community health 
delivery—additional innovations and sustained investments in 
health systems will be needed to build the robust health capacity 
required to end the AIDS epidemic.

There is a broad consensus that if left unchecked, structural 
weaknesses will continue to fuel the epidemic. It is necessary to 
increasingly focus investment on addressing the needs of the  
most disadvantaged people, with initiatives to integrate HIV 
prevention, treatment and care into broader gender and social 
development initiatives.
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THE UNITED NATIONS 

RESPONSE
BRINGING THE WORLD TOGETHER.
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The exceptional size and scale of the global AIDS epidemic 
compelled the United Nations and its agencies to change the way 
they worked. Amid growing devastation, the United Nations 
system was grappling with how best to respond to the disease.

Following an intensive process by Member States and a number 
of United Nations agencies, a new model involving the first and 
so far only cosponsored joint programme of the United Nations 
system was established in 1994, by Economic and Social Council 
resolution 1994/24 of 26 July 1994.

UNAIDS was founded to “Undertake a joint and cosponsored 
United Nations programme on HIV/AIDS, on the basis of 
co-ownership, collaborative planning and execution, and an 
equitable sharing of responsibility.”

UNAIDS opened its doors on 1 January 1996 with six founding 
Cosponsors and a dedicated Secretariat. By 2012 UNAIDS 
had brought together the combined expertise and resources of 
11 system organizations: the United Nations Refugee Agency 
(UNHCR), the United Nations Children’s Fund (UNICEF), the 
World Food Programme (WFP), the United Nations Development 
Programme (UNDP), the United Nations Population Fund 
(UNFPA), the United Nations Office on Drugs and Crime 
(UNODC), the United Nations Entity for Gender Equality and the 
Empowerment of Women (UN Women), the International Labour 
Organization (ILO), the United Nations Educational, Scientific 
and Cultural Organization (UNESCO), the World Health 
Organization (WHO) and the World Bank.

Over two decades of existence, the UNAIDS family has demon-
strated its ability and agility to move and change as the epidemic 
evolves. As the era of the Millennium Development Goals (MDGs) 
draws to a close, the achievements under MDG 6 are among the 
United Nations’ success stories. Innovations such as the UNAIDS 
model have better prepared the United Nations to deliver on the 
sustainable development goals.

MOVING THE FIRST MOUNTAINS

In 2000 the United Nations Security Council debated a health 
issue for the first time. Then Secretary-General Kofi Annan spoke 
of the destructive impact of AIDS in Africa. Unanimously, reso-
lution 1308 was adopted, recognizing AIDS as a security threat. 
“It opened so many doors, top leaders told me. It was debated 
in the Security Council, it must be a serious problem,” said then 
UNAIDS Executive Director, Peter Piot.

The United Nations has played a convening role like no other in 
the AIDS response. Marshalling resources, partners and political 
will, it united the world to face an epidemic that many feared was 
spiralling out of control.

In September 2000 Member States met at the Millennium Summit, 
which led to the United Nations Millennium Declaration. A total 
of 158 Heads of State and Government from countries heavily 
affected and others less so all spoke of the need to respond to the 
AIDS epidemic. Many referred to AIDS as one of the greatest chal-
lenges of the twenty-first century. Combating AIDS, tuberculosis 
(TB) and malaria became one of the eight international develop-
ment goals—the MDGs.

In 2001, for the first time in its history, the United Nations General 
Assembly held a special session on a health issue and world leaders 
agreed that the global crisis of AIDS needed global action. The 
Declaration of Commitment on HIV/AIDS was adopted.

Not only did the United Nations commitments capture the 
attention of the world’s top political leadership, but they also 
brought resources to bear. Mr Annan continuously pushed 
for investments to match the magnitude of the crisis. At 
the Organization of African Unity Summit on HIV/AIDS, 
Tuberculosis and Other Infectious Diseases in Abuja, Nigeria, he 
called for pledges to a “war chest” of approximately US$ 7 billion 
to US$ 10 billion a year to fight these diseases. In 2002 the Global 

MEETING AND EXCEEDING  

THE CHALLENGE OF AIDS
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Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) 
opened its doors. The world went from millions to billions in the 
international resources for the AIDS response.

COORDINATED EFFORTS TOWARDS  

A SHARED VISION

Accountability and advancement has also been a major role of the 
United Nations. At the end of 2005 the Secretary-General reached 
out to all United Nations Resident Coordinators and directed them 
to establish Joint United Nations Teams on AIDS, with one joint 
programme of support, an unprecedented directive to the whole 
United Nations system.

In the early 2000s, as funding for the AIDS response expanded,  
it became clear that there was much overlap and inefficient use of 
resources. UNAIDS was able to map the use of different resource 
pools and point the way to a more harmonized response and to 
“make the money work”. It spearheaded the endorsement by  
donor and host countries, bilateral and multilateral institutions 
and international nongovernmental organizations of the Three 
Ones: one agreed HIV action framework (a nationally devised  
strategic plan to coordinate the work of all partners and ensure 
national ownership); one national AIDS coordinating authority 
(such as a national AIDS council) with a broad-based, multi-
sectoral mandate; and one agreed country-level monitoring and 
evaluation system.

At the end of 2010 UNAIDS Executive Director Michel Sidibé 
introduced a bold new vision for the Joint Programme and the 
world: getting to zero. The compelling vision of zero new HIV 
infections, zero discrimination and zero AIDS-related deaths 
transformed the global discourse around HIV among political 
bodies, decision-makers, activists and civil society. It formed the 
frame for the elaboration of the UNAIDS 2011–2015 Strategy, 
which contained the bold targets and commitments towards the 
achievement of the inspiring vision.

In 2011 the United Nations again was the platform to launch 
the most ambitious targets to date—including the call to reach 
15 million people accessing HIV treatment by 2015. “These are 
concrete and real targets that will bring hope to people living  
with HIV and their families,” said Mr Sidibé. The world had  
seen a massive scale-up of programmes. Throughout,  
UNAIDS championed the principle of “know your epidemic, 
know your response”, which has emphasized the fundamental 

importance of data to inform evidence-informed and rights-based 
policy and programming.

By pushing for resources to be invested where they could reach 
people, the seemingly impossible target of reaching 15 million 
people by 2015 was met ahead of schedule.

Results have been monitored through the Global AIDS Response 
Progress Reporting mechanism, mandated through the 2011 
United Nations Political Declaration on HIV and AIDS, in 
continuation to reporting mandated by the United Nations 
General Assembly Special Session (UNGASS) on AIDS in 2001. 
This has had among the highest response rates of any international 
health and development monitoring mechanism, reflecting the 
engagement and mutual accountability of government, civil society 
and development partners.

PEOPLE AT THE CENTRE OF  

THE RESPONSE

An important element of the United Nations’ “business unusual” 
approach was to put communities at the heart of its efforts—a true 
illustration of transforming the United Nations principle of “We 
the Peoples” into reality. It was clear that a United Nations-wide 
response could not be effective without the meaningful involve-
ment of civil society. As a result, a unique governance structure 
was created for UNAIDS that includes not only representation 
from 22 Member States and representatives of the 11 Cosponsors 
but also direct representation from five representatives of civil 
society as full members of the Programme Coordinating Board. 
This “nothing for us without us” approach acknowledges that 
communities must take the lead in programme planning, imple-
mentation, monitoring and accountability, and governance.

With an estimated 150 000 civilian employees, and taking into 
consideration staff spouses and dependants, the United Nations 
system focused on HIV in the workplace. Building on a number 
of HIV workplace programmes being implemented by various 
agencies, a system-wide learning strategy on HIV was unified 
under the UN Cares programme. Launched by United Nations 
Secretary-General Ban Ki-moon, UN Cares training is mandatory 
for all United Nations staff. It has been adopted as the HIV 
workplace model for public and private settings. The Mozambican 
Parliament used the UN Cares model to design its staff HIV 
workplace programme. Today, the UN Cares programme has  
been mandated to focus on additional elements beyond HIV, 



69

The story of the global HIV response is one of courage, 

hope and concrete results. New HIV infections in 2014 were 

32% lower than in 2001; AIDS-related deaths have fallen 

by 41% since the peak in 2005; and by end-March 2015, 

15 million people were on life-saving HIV treatment. The 

meaningful inclusion of people living with HIV, community 

participation, engagement across sectors, accountability, 

political commitment and global solidarity have all played a 

role in getting these results. 

The inclusion of HIV in the Millennium Development Goals 

(MDGs) was a powerful catalyst for action. Over the past  

15 years, the MDGs have driven progress across several 

critical areas of human developmentÑfrom responding 

to AIDS, malaria and TB, to reducing child and maternal 

mortality and increasing access to education. 

This year, world leaders are due to agree to a new devel-

opment agenda with the sustainable development goals 

(SDGs). While it must safeguard and build on the progress 

of the MDGs, this new agenda is shaping up to be bolder 

and more transformational than that which preceded it. 

Such an agenda is needed to usher in a new era in the 

global HIV response. Thirty years into the epidemic, it is 

clear beyond doubt that HIV is not only a health challenge; 

it is also a human rights and development challenge. 

Infectious disease outbreaks can be very difficult to contain, 

and they do set back development progress. That was the 

case with AIDS, and the outbreak of Ebola has been another 

shocking example. Building resilience to shocks, whether 

they are disease outbreaks, conflicts, economic crises or 

natural disasters, is at the heart of the new global agenda.

HIV AND THE  

DEVELOPMENT  

AGENDA

HELEN CLARK
Administrator of the United Nations  

Development Programme  
Chair, United Nations Development Group 

Former Prime Minister of New Zealand

After 30 years of responding to HIV, it is well established 

that the most sustainable progress comes from bringing 

together action inside and outside the health sector. The 

SDGs open up many avenues for such action that would 

help address the human rights and development dimensions 

of HIV, from eradicating poverty and reducing inequalities 

to eliminating all forms of discrimination against women and 

girls and building accountable and inclusive institutions. 

Investing in smart cross-sectoral strategies will help deliver 

on an ambitious new sustainable development agenda and 

achieve vital Òtriple winsÓ for HIV, health and development. 

The next phase of the global HIV response requires a 

stronger focus on accelerating what works, reaching the 

hard to reach, strengthening national and local capacities, 

and addressing structural barriers, such as discriminatory 

laws and gender inequality. It will be crucial to reduce 

stigma and discrimination, expand access to justice, 

remove punitive laws, enforce protective laws and reach 

the most marginalized. Supporting countries to implement 

the recommendations of the Global Commission on HIV 

and the Law could contribute in a relatively low-cost way 

to reducing inequalities and improving HIV and health 

outcomes.

The SDGs will provide a new platform for concerted action 

on these and other issues that are relevant not only for 

HIV, but also for health and development more broadly. By 

bringing these different approaches together, we will take 

an important first step towards realizing the vision of the 

SDGsÑa more prosperous, fairer and sustainable world, and 

one free from AIDS.  
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including mental health, sexual orientation and gender,  
disabilities and drug use.

UN Plus is the United Nations system-wide advocacy group of 
staff living with HIV. It was established in March 2005. With more 
than 200 members, coming from a cross-section of United Nations 
agencies and associated programmes, UN Plus provides peer 
advice, support and counselling on living with HIV within the 
United Nations system. The group is involved in the development 
of studies regarding health insurance systems within the United 
Nations and is an integral partner for UN Cares.

CONVENING POWER BEYOND  

THE UNITED NATIONS

AIDS has compelled the United Nations to engage in new ways 
with the private sector, especially the pharmaceutical industry. The 
AIDS response provides rich lessons in how to collaborate with 
the public, private and community sectors to use trade negoti-
ations, and the pooled procurement of drugs, to reduce prices 
and increase access to public goods. The United Nations directly 
engaged with pharmaceutical industry players to forge intensive 
partnerships and negotiate affordable prices for life-saving 
antiretroviral medicines. This process began by negotiating a 90% 
reduction in the price of antiretroviral medicines sold outside 
developed countries.

The unique structure of the Joint Programme, whereby the 
UNAIDS Cosponsors each bring to the table their own unique 
contribution to collective action, within a defined division of 
labour, enables the United Nations to forge partnerships for the 
AIDS response beyond governments and the United Nations 
system to include financing institutions, people living with HIV 
and affected communities, civil society and the private sector.

For example, UNESCO has brought partners in the education 
field to the table to support HIV and comprehensive sexuality 
education. UNODC has been able to create a platform for high-
level dialogue on drug policy that incorporates civil society and 
communities of people who inject drugs into the drug policy-
making arena. ILO, in taking the lead on HIV workplace policies, 
has been able to mobilize the private sector and employers.

IMPACT BEYOND AGENDAS: AIDS OUT  

OF ISOLATION

Through its multisectoral approach, the United Nations has taken 
AIDS out of isolation. The AIDS response has been integrated 
into broader health and rights agendas. Examples include the 
Agenda for Accelerated Country Action for Women, Girls, Gender 
Equality and HIV, which offers countries strategic guidance on 
addressing the needs and rights of women and girls in the context 
of HIV, and the Global Commission on HIV and the  
Law, launched in 2012, which highlights the legal and human 
rights issues in the context of HIV. These initiatives have an  
impact beyond the AIDS epidemic in broader protection of 
women and girls and promotion of laws protecting and promoting 
human rights.

APPLYING LESSONS LEARNED TO  

NEW GLOBAL GOALS

Looking ahead to the sustainable development goals, a coordi-
nated United Nations response has never been more needed to 
continue to galvanize political will, forge partnerships with civil 
society and the private sector, and support evidence-informed 
decision-making founded on the best available data.

The United Nations has become a global reference point and 
source of technical support for strategic investment approaches 
and for population and location approaches to country-level 
programming through the provision and analysis of data and other 
evidence and the sharing of best practices.

The strong spirit of inclusiveness and the elevation of the role 
of communities at all levels that lies at the heart of UNAIDS 
must continue. Experience has shown that meaningful progress 
can come only with the inclusion of communities and people 
living with HIV, not only in programmes but also in governance 
structures and in high-level United Nations and global meetings 
and events. Such partnerships with communities are not always 
easy or comfortable, and tensions are inevitable, but the AIDS 
response has shown that by overcoming them it is possible to 
achieve tremendous results.
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What were your thoughts on joining the UNAIDS board?  

I joined the delegation in 1995, before the official launch of 

UNAIDS. As the programme was a new type of structure, 

we had no precedent to refer to, so we really didnÕt know 

what to expect. But we did know that it was critical that the 

voices of people living with HIV be at the table. I was not 

used to these kinds of formal meetings and was glad we 

gathered before the sessions to get ourselves organized 

because having civil society and people affected by HIV in 

the room was absolutely necessary. It was ground-breaking, 

and we knew it. 

We saw very quickly how we could and would make a differ-

enceÑfor example, in one of the first sessions, the potential 

location of UNAIDS was being discussed and America was 

under serious consideration. I raised my hand, and explained 

that the United States at that time still had restrictions on 

entry and stay for people living with HIV and this would 

mean we would not be able to participate in the way that 

had been intended through and with the Joint Programme. 

Our raising it meant that a decision was made to locate the 

Secretariat in a country that would welcome the positive 

community constituents. Without our voice at the table, the 

outcome may have been different.

How do you evaluate the United Nations response to HIV?

The United Nations (UN) has taken a strong and meaningful 

role to lead the global response and we most certainly 

would not have made this much progress without the UN 

efforts. I believe that the early involvement of community in 

UNAIDS was a key part of these successes and the critical 

factor that had shifted from prior efforts. I am absolutely 

certain that it has made a real difference and, in many ways, 

kept the system more accountable. The genuine support 

of the Secretary-General has also been invaluable, as has 

the leadership of the UNAIDS Secretariat and several of the 

heads of the Cosponsoring agencies.

How has the United Nations done internally? 

Internally we have also had to push hard. In so many country 

offices, staff members were dying and/or being directly 

affected by HIV. We might take it for granted that the UN 

had always had a parallel programme to address this and 

that UN staff were aware and understanding of HIV issues, 

but we quickly saw this was not the case. The push for an 

HIV in the workplace programme for the UN came with the 

first months of UNAIDS becoming operational, but it was 

really only when a few agencies concurrently hired staff 

to work full-time on this that enough people were able to 

push the system to create what we now know as UN Cares, 

which was launched, officially, in 2008. We took the best of 

the various existing programmes from across the system 

and created a programme that now serves UN personnel 

and dependents in over 120 countries. It is groundbreaking 

in the way the UN is responding internally to staff well-

being and HIV. And as it continues it is now taking an even 

broader mandate.  

IN CONVERSATION WITH

MARTINA CLARK
Original member of the UNAIDS Programme  

Coordinating Board nongovernmental  
organization delegation  

UN Plus founding member
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The Envoy years were revolving doors of death. I would sit 

down one evening in Kigali, or Lusaka, or Kampala, with 

several men and women from the national association of 

people living with AIDS, and weÕd have an intense conversa-

tion about their struggle for survival, and IÕd think to myself 

what a lovely and courageous group they were. 

Then IÕd return six months later for another meeting,  

and almost everyone was gone. IÕve never really come  

to terms with that awful rhythm of life and death. It  

haunts me still. Unlike others, of more optimistic mien,  

I just canÕt get out of my mind the hundreds of thou-

sandsÑprobably millionsÑwho died unnecessarily in  

the carnage of the pandemic.

I think of South Africa. In the denialist years of Thabo Mbeki 

and his lunatic Minister of Health, unbelievable numbers of 

people, tens of thousands, succumbed to AIDS because a 

supposedly smart President, with one terrible intellectual 

cavity, wouldnÕt provide the drugs to keep them alive. 

If it hadnÕt been for the Treatment Action Campaign, God 

knows what might have happened to South Africa. The 

entire country could well have come to resemble a massive 

intensive care unit. And hereÕs the rub: through all those 

nightmare years, officials of real power and knowledge, in 

the UN and beyond, said nothing. Oh, they talked to Mbeki 

in whispered fragments behind the scenes, they begged him 

to change, always behind the scenes, but they never took 

him on publicly in the councils of the world. 

And so he prevailed. And countless died.

I think of Dr. Julio Montaner, the remarkable head of the 

British Columbia Centre of Excellence for HIV/AIDS in 

Vancouver. I sat beside Dr. Montaner at the International 

AIDS Conference in Toronto in 2006 when he first 

expounded to the world his theory of Treatment as 

Prevention. He was greeted with Pavlovian skepticism, even 

though the theory was grounded in irrefutable scientific 

evidence, much of it taken from British Columbia itself. 

It took another six to eight years before his original thesis 

was vindicated by additional studies. But the truth is that 

the additional studies werenÕt necessary; they were driven, 

as so often seems to be the case, by unbridled scientific 

jealousy and competitiveness. 

Just think of how many lives might have been saved if, using 

Dr. MontanerÕs findings, antiretroviral treatment had been 

more urgently rolled out, and Treatment as Prevention had 

taken an earlier grip on the international community. Now of 

course, itÕs a mantra. 

Better late than never, except for those who died en route.

I think, above all, of women. ItÕs truly ironic that when, today, 

the worldÕs HIV experts talk of Òhigh-risk groups,Ó they 

THE ENVOY YEARS 

STEPHEN LEWIS 
Co-founder and Co-director of AIDS-Free World

United Nations Secretary-General’s Special Envoy 
for HIV/AIDS in Africa from 2001 to 2006
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almost always mean men who have sex with men, or sex 

workers, or transgendered, or injecting drug users, or prison 

populations, but never women.

And yet it is incontrovertible that women have been and  

are most deeply ravaged by the pandemic. Gender 

inequality drives the virus, and weÕve done so little to 

protect women from being infected in monumentally 

disproportionate numbers.

In the treatment interventions over the years, women 

were included, but never given the intense, single-minded 

priority they should have received. If, as a category, women 

represent sixty percent of infections, the care cascade, 

as itÕs called, should be hurtling towards the objective of 

getting every HIV-infected woman in sight into treatment. 

But the care cascade has always been a slow, negligent 

trickle. And the fact that sexual violence and child marriage 

and female genital mutilation and sex trafficking are all 

known contributors to high rates of infection amongst 

women and adolescent girls has induced academic study 

rather than urgent intervention.

Alas, it was ever thus. And along the way, during the Envoy 

years, pregnant women were, for the longest time, left 

out of treatment altogether and their babies were born 

HIV-positive; then the women were given Nevirapine, even 

though it was known to be dangerous for future treatment. 

ItÕs only in the last couple of years that women have finally 

received antiretroviral treatment during pregnancy, birth 

and breastfeeding, and even then the women were an 

afterthought. 

Come the end of 2015, the world will celebrate that 

so-called PMTCT (Prevention of Mother-To-Child 

Transmission) has resulted in dramatic reductions in the 

number of babies born HIV-positive. The mothers may 

or may not be mentioned. ItÕs instructive to note that the 

program is called Ò2014 Progress Report on the Global 

Plan Towards the Elimination of new HIV Infections among 

Children by 2015 and Keeping Their Mothers Alive.Ó

It is enraging, this contempt for women and the  

toll it has taken.

Yes, I know that great progress has been made on a number 

of fronts. But for me, the progress is bitter, shrouded, as it 

is, by the memory of what the world has lost.

That memory is what must drive us forward.  
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UNHCR 
 

UNHCR runs substantial HIV 
programmes in Africa, Asia, the Americas, 
the Middle East and eastern Europe. Under 
the UNAIDS Division of Labour, UNHCR 
co-convenes the Inter-Agency Task Team 
on Addressing HIV in Humanitarian 
Emergencies, which involves, among  
other tasks, coordinating HIV technical 
support for displaced populations. As the 
lead organization responsible for such 
populations, UNHCR plays a pivotal role, 
serving as an entry point for governments 
and other relevant country-level stake-
holders requiring particular UNAIDS 
technical support.

 

WFP
 

Nutrition and food security are critical 
components of care and support for people 
living with HIV and TB patients. In line 
with its 2010 HIV and AIDS Policy and 
in response to the UNAIDS 2011–2015 
Strategy, WFP’s HIV work has a strong 
focus on linking food and health systems 
through the provision of nutrition and 
food assistance for better health outcomes, 
such as nutritional recovery for malnour-
ished people living with HIV and TB 
patients, retention in care programmes 
and treatment success. WFP provides 
support at the individual and household 
levels—including food, but also cash and 
vouchers—to enable improved access and 
adherence to treatment.

 

UNFPA 

Addressing HIV is integral to UNFPA’s 
goals of achieving universal access to 
sexual and reproductive health, and 
realizing human rights and gender equality. 
It promotes integrated HIV and sexual 
and reproductive health services for young 
people, key populations, and women and 
girls, including those living with HIV. 
UNFPA also supports the empowerment 
of these populations to claim their human 
rights and access the services they need. 
All of UNFPA’s work on HIV is done by 
engaging and empowering the communi-
ties it is mandated to serve. UNFPA is a 
founding cosponsor of UNAIDS.

UNAIDS  
COSPONSORS

 
 

UNICEF
 

UNICEF, a founding Cosponsor of 
UNAIDS, is the leading voice for children 
in the global AIDS response. It aims for an 
AIDS-free generation in which all children 
are born free of HIV, and where children 
living with, and affected by, the virus have 
access to the treatment, care and support 
they need to thrive. UNICEF’s HIV 
response for children strives to ensure that 
neither age nor poverty, gender inequality 
nor social exclusion determines access to 
HIV prevention, treatment and care.

 

UNDP 

UNDP is a founding Cosponsor of 
UNAIDS, a partner of the Global  
Fund to Fight AIDS, Tuberculosis and 
Malaria (Global Fund) and a cosponsor  
of several other international health part-
nerships. UNDP’s work on HIV, health  
and development leverages the organi-
zation’s core strengths and mandates in 
human development, governance and 
capacity development to complement the 
efforts of specialist health-focused United 
Nations agencies.

 

UNODC 

As a Cosponsor of UNAIDS, UNODC 
is the convening organization for HIV 
prevention, treatment, care and support 
among people who use drugs and those 
living and working in prisons. It collab-
orates with national and international 
partners, including civil society and other 
UNAIDS Cosponsors, to assist countries 
in developing and implementing inter-
ventions designed to guarantee that these 
vulnerable and often very diverse popula-
tions can access optimum HIV services.
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UN WOMEN  

UN Women’s strategic approach to HIV 
includes providing technical and financial 
support to Member States and women’s 
organizations, particularly those of women 
living with HIV, in the area of gender 
equality and AIDS. To reduce the vulner-
ability of women and girls to HIV, UN 
Women seeks to address the challenges 
that stem from unequal power relations 
between women and men.

 

UNESCO  

UNESCO, a founding Cosponsor of 
UNAIDS, is responsible for leading 
efforts to support countries in scaling up 
the education sector response to HIV. 
UNESCO has more than 50 staff members 
dedicated to working on HIV and health 
education. Of these, the majority are 
based in countries that UNAIDS has 
prioritized for high-impact interventions. 
The agency draws on its unique spectrum 
of competencies across the diverse 
spheres of education, the sciences, 
culture, communication and information 
to push for a truly multisectoral and 
comprehensive response to HIV.

 

WORLD BANK

The World Bank has long recognized the 
threat that HIV poses to progress and 
development. It helps to define the global 
response to HIV and fully champions the 
vision of zero new HIV infections, zero 
discrimination and zero AIDS-related 
deaths. As a founding UNAIDS Cosponsor, 
and under the UNAIDS Division of 
Labour, it is the lead agency for support to 
strategic planning, including costed and 
prioritized multisectoral national AIDS 
plans and conducting analysis to underpin 
evidence-informed policies. In addition, 
the World Bank co-leads assistance 
provided on sexual transmission of HIV 
with the United Nations Population Fund, 
and social protection with the United 
Nations Children’s Fund.

 

ILO 

As a Cosponsor of UNAIDS, and under the 
UNAIDS Division of Labour, ILO is the 
lead agency on HIV workplace policies and 
programmes and private sector mobiliza-
tion. ILO recognizes that HIV has a poten-
tially devastating impact on labour and 
productivity and represents an enormous 
burden for working people, their families 
and communities in a number of ways. For 
example, HIV-related stigma and discrimi-
nation threaten their fundamental rights at 
work and undermine their opportunities to 
obtain decent and sustainable employment. 
The workplace offers a unique entry point 
to reach this large, vital and productive 
segment of the population. The organiza-
tion has been involved in the HIV response 
since 1998 through the world of work.

 

WHO 

The organization plays a critical role 
within the United Nations system as the 
directing and coordinating authority for 
international health. Its wide-ranging 
remit involves providing leadership on 
increasingly complex global health matters, 
producing health guidelines, norms and 
standards, monitoring and assessing health 
trends and shaping the health research 
agenda. As a founding Cosponsor of 
UNAIDS, WHO is committed to providing 
technical support to countries and helping 
them to address pressing public health 
issues including HIV treatment and care 
and HIV/tuberculosis coinfection. 
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A SHORT 

THE 35-YEAR SPAN OF THE EPIDEMIC HAS SEEN IT ALL— 

HEARTBREAK AND TRIUMPH, AND BREAKTHROUGHS AND OBSTACLES. THE 

ONE CONSTANT HAS BEEN THE BELIEF AND WILL TO DO BETTER AND MORE. 

HISTORY OF AIDS
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1981Ñ1985

MYSTERY AND CONFUSION

The year 1981 is generally referred to as the beginning of the 
modern HIV epidemic. The first cases of unusual immune 
deficiencies were identified among gay men in California and 
New York, United States of America. The Centers for Disease 
Control and Prevention (CDC) Morbidity and mortality weekly 
report of 5 June 1981 described a syndrome that would initially 
be called GRID (gay-related immune deficiency) and would later 
be known as AIDS. By December 1981, it became clear that the 
disease affected population groups other than gay men: in the 
United States, the first cases of pneumocystis pneumonia (an 
opportunistic infection associated with HIV) in injecting drug 
users were reported, as well as the first woman with AIDS and the 
first paediatric AIDS case. At the same time, the first case of AIDS 
was documented in the United Kingdom of Great Britain and 
Northern Ireland.

By 1982, communities were already forming to respond to the 
unfolding crisis. The city and county of San Francisco, working 
closely with the San Francisco AIDS Foundation, the Shanti 
Project and others, developed the San Francisco Model of Care, 
which emphasizes home- and community-based services. Gay 
Men’s Health Crisis was established in New York City, and 
community organizations in the United Kingdom and the United 
States began promoting safer sex among gay men.

In 1982, AIDS was also reported among haemophiliacs and 
Haitians. A cluster of cases among gay men in southern California 
suggested that AIDS might be caused by a sexually transmitted 
infectious agent. Meanwhile, a 20-month-old child who had 
received multiple transfusions of blood and blood products died 
from AIDS-related infections. This case provided clearer evidence 
that AIDS was caused by an infectious agent and resulted in 
concerns about the safety of the blood supply. The CDC also 
reported the first possible cases of mother-to-child transmission of 
AIDS. In Uganda, doctors were seeing the first cases of a new, fatal 
wasting disease, soon to become known locally as “slim”. 

By the end of 1982, AIDS had been reported in 14 countries, 
including Australia, Brazil, Canada, several European countries 
and South Africa.

In 1983, the CDC released a statement that:

“persons who may be considered at increased risk of AIDS 
include those with symptoms and signs suggestive of AIDS; sexual 

partners of AIDS patients; sexually active homosexual or bisexual 
men with multiple partners; Haitian entrants to the United States; 
present or past abusers of IV drugs; patients with haemophilia; 
and sexual partners of individuals at increased risk for AIDS” (1).

In France, scientists at the Pasteur Institute, led by Luc Montagnier, 
isolated the lymphadenopathy-associated virus (LAV), later to 
become known as human immunodeficiency virus (HIV). The 
World Health Organization (WHO) held its first meeting to assess 
the global AIDS situation and began international surveillance. 
By the end of 1983, AIDS was reported in 33 countries, including 
15 European countries, seven Latin American countries, Haiti and 
Zaire (now the Democratic Republic of the Congo).

Fear and panic began to mount. The first AIDS discrimination case 
in the United States was brought in 1983 by Joseph Sonnabend to 
prevent the eviction of his medical practice, which specialized in 
AIDS care. In Denver, the United States National Association of 
People with AIDS issued a statement of 17 principles of empower-
ment, ranging from health-care decisions to civil rights, and deci-
sion-making processes to sexual conduct. These Denver Principles 
encapsulated the response to AIDS—and changed health care in 
general forever. At this point, coping with grief became a need, and 
the AIDS Candlelight Memorial was held for the first time in San 
Francisco. This action was to be repeated by communities globally 
in the years to come.

With the United States Health and Human Services Secretary 
predicting a brief epidemic and a quick cure, effective—although 
controversial—HIV prevention measures were slowly  
identified and introduced. For example, the first small-scale 
needle and syringe exchange project started in Amsterdam, the 
Netherlands, in 1984. 

A significant breakthrough came in 1985 with the United States 
Food and Drug Administration (FDA) approving the first HIV 
antibody test. This enabled confirmation of cases, and scaled up 
voluntary testing and counselling in a climate of fear. This year saw 
the first report of mother-to-child transmission of HIV through 
breastfeeding, as well as the first international conference on AIDS 
(I International AIDS Conference), held in Atlanta, United States. 
At least one HIV or AIDS case had been reported to WHO from 
each region of the world—51 countries with a total of 20 303 cases.

In the United States, a fear developed that drinking communion 
wine from a common cup could transmit AIDS; Ryan White, a 
13-year-old haemophiliac with AIDS, was barred from school; 

5 June 1981

1982

Acquired immunodeficiency syndrome (AIDS) is 

defined for the first time. 

The United States Centers for Disease Control 

and Prevention issued the first official report of 

what would become known as the HIV epidemic.
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A SYMBOL OVER THE HEART 

RED RIBBON  
STORY 

The massive AIDS advocacy movement was 
symbolized by a red ribbon, one of the most 
iconic visual statements in modern history. 

The red ribbon was created by the artistÕs 

collective, Visual AIDS, as a symbol of solidarity 

to build public support for the AIDS response and 

to demonstrate compassion for people living with 

HIV. It first appeared on the dresses and lapels of 

celebrities attending awards ceremonies in the 

1990s and was quickly adopted by people from all 

walks of life who wanted to show their solidarity 

with the AIDS movement.

Many institutions engaged in the AIDS response 

have adopted the red ribbon as part of their 

brand identity, from national AIDS commissions 

and associations of people living with HIV to 

international organizations, including UNAIDS, 

which incorporated a red ribbon on its logo when 

the organization was founded in 1996. 

After more than 30 years of the HIV epidemic, the 

red ribbon continues to unite the AIDS movement, 

demonstrating the power of advocacy and activism.
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and the Pentagon announced that it would begin testing all 
new recruits for HIV infection and reject anyone who tested 
HIV-positive. In many countries, undertakers refused to handle 
the bodies of people who had died of AIDS-related illnesses. 

1986Ñ1990 

PANIC AND PROTEST

After the death of the film icon Rock Hudson, from AIDS-related 
causes the world began to sit up and pay attention to the disease—
but the reaction was often to the point of panic. Calls went out for 
mass quarantines, children with HIV had their homes burned down, 
and AIDS-phobic and homophobic attitudes skyrocketed. 

On the scientific front, the hope of a cure, or at least respite from 
the disease, was given a boost. In 1986, clinical trials showed that 
azidothymidine (AZT) slowed the progress of HIV. In 1987, this 
first antiretroviral medicine was approved by the FDA in record 
time. At US$ 10 000 for a one-year supply, AZT was the most 
expensive medicine that had ever been developed. Frustration at 
the prohibitively high cost of the medicine boiled over in 1987 
with the formation of the protest group ACT UP. This group 
dominated AIDS politics and policies for the next few years 
through direct actions such as demonstrations on Wall Street, 
shutting down the FDA for a day, and infiltrating the New York 
Stock Exchange.

New information about HIV continued to emerge. The first 
documented infection with HIV-2, an HIV subtype prevalent 
in western Africa, occurred in 1986. The name for the virus was 
finally settled, with the International Committee on the Taxonomy 
of Viruses deciding on human immunodeficiency virus (HIV). 
Research continued, and the FDA sanctioned the first human 
testing of a candidate vaccine against HIV in 1987.

Clinical care also made some important enduring advances. In 
1989, counting of CD4 T-cells commenced, and hepatitis C virus 
was isolated. These developments spurred research into vaccines, 
treatments and cures. In recent years, such research has led to an 
effective cure, although this is currently prohibitively expensive for 
most countries. In 1990, the United States Public Health Service 
issued a statement on managing occupational exposure, including 
the use of AZT for post-exposure prophylaxis (PEP). The use of 
PEP expanded in many countries in the early 1990s. 

In the area of prevention, a number of important measures were 
taken. In 1986, WHO recommended needle exchange to prevent 
HIV transmission through injecting drug use. Several European 

countries, Australia, Canada and New Zealand had already 
been quick to adopt this approach. In 1990, the CDC adopted a 
“client-centred” approach to HIV prevention counselling,  
focusing on the person rather than the infection—this approach 
continues to recognized as central to effective care, and reflects  
the Denver Principles.

Socially, the response was piecemeal but growing, and politically 
powerful while intensely personal. For example, in 1986, the first 
panel of the AIDS Memorial Quilt was created in San Francisco; 
the following year, the quilt was displayed on the National Mall in 
Washington, DC. The quilt featured 1920 panels, and its display 
drew half a million people. In Zambia, President Kenneth  
Kaunda revealed that one of his sons had died from AIDS-related 
causes, becoming the first African leader to speak about AIDS 
in his own family. Calls began for a global education campaign 
on condom use and HIV prevention. Some of the most severely 
affected countries began to act—for example, Uganda began 
promoting sexual behaviour change, and the AIDS Support 
Organization was formed. 

Awareness and action increased in 1987. United States President 
Ronald Reagan, who had been accused of neglecting AIDS, finally 
made a statement describing AIDS as “public enemy number 1” in 
April 1987. The III International AIDS Conference, held months 
later in Washington, DC, was the first conference to be explicitly 
political, and included several demonstrations against the lack 
of political commitment and delays in access to experimental 
treatment. The influential book And the band played on, by Randy 
Shilts, chronicling the early years of the epidemic, was published.

Fear stalked the AIDS response. The United States added HIV 
as a “dangerous contagious disease” to its immigration exclusion 
list, effectively banning HIV-positive travellers from entering the 
country. Both public health concerns and the potential financial 
burden on the health service were cited as reasons. As a result, the 
1992 VIII International AIDS Conference, which was originally to 
be held in Boston, was relocated to Amsterdam. These restrictions 
were only removed 22 years later (2). 

The international response was gaining some momentum and 
coherence. WHO launched its global AIDS strategy in 1986, and, 
in 1987, established the Global Programme on AIDS (GPA). The 
role was to raise awareness; formulate evidence-based policies; 
provide technical and financial support to countries; initiate 
relevant social, behavioural and biomedical research; promote 
participation by nongovernmental organizations; and champion 
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the rights of people living with HIV. That year, AIDS became 
the first health issue ever debated at the United Nations General 
Assembly, which resolved to mobilize the entire United Nations 
system in the worldwide struggle against AIDS and designated 
WHO to lead the process (3). 

People living with HIV also begin to organize internationally. The 
International Steering Committee for People with HIV/AIDS was 
created in 1986. It held the first international meeting of people 
living with HIV in London, United Kingdom, with 50 participants, 
primarily from western Europe. This became the Global Network 
of People Living with HIV/AIDS (GNP+) in 1992, reflecting 
the move to include programmes. The IV International AIDS 
Conference in 1988, in Stockholm, Sweden, also saw a shift in 
the main focus of the conference from a purely biomedical one 
to include in the debate the “Face of AIDS”—a forum inclusive of 
people living with HIV. 

In the late 1980s, the needs of women came to the fore, as 
WHO reported that the number of women living with HIV in 
sub-Saharan Africa exceeded that of men. However HIV-related 
infections experienced specifically by women, such as pelvic 
inflammatory disease and cervical cancer, were not included in 
the case definition of AIDS. Women with these symptoms were 
often diagnosed with AIDS-related complex or HIV. In the United 
States, women with such a diagnosis were ineligible for social 
security benefits. The Women’s Caucus of ACT UP sued the CDC 
for the unfair denial of disability benefits due to the narrow defini-
tion of AIDS, calling for 15 conditions to be added to the case defi-
nition. These were eventually adopted in January 1993. The need 
for a voice to reflect the needs of women living with HIV led to the 
formation of the International Community of Women Living with 
HIV/AIDS in 1992. The Global Network of Sex Work Projects was 
also established in 1990, initially as an informal alliance of a group 
of activists for the rights of sex workers, who worked within sex 
work projects around the world.

The faces of the epidemic were diverse, and so were the responses. 
Elizabeth Glaser, an HIV-positive mother of two HIV-positive 
children, and two friends formed the Pediatric AIDS Foundation 
in 1988, renamed the Elizabeth Glaser Pediatric AIDS Foundation 
after her death in 1994. Today, the foundation is a global nongov-
ernmental organization dedicated to preventing and eliminating 
paediatric HIV infection. 

Humanizing HIV was central to countering the fear, prejudice, 
stigma and discrimination that followed the appearance of HIV. In 

1988, WHO declared 1 December to be World AIDS Day, which  
is now in its 28th year. Public displays such as Diana, Princess  
of Wales, shaking hands with a man living with HIV at the 
opening of the Landmark AIDS Centre in London were essential 
in destigmatizing HIV. 

The period was chaotic, and confusion reigned. The 1990 VI 
International AIDS Conference, San Francisco, was the focus 
of large-scale protests against the United States Government’s 
response to the epidemic and the lack of effective treatment for 
people living with HIV. Ronald Reagan apologized for his neglect 
of the epidemic during his term as President. In the aftermath 
of the fall of communism in the communist states of central and 
eastern Europe, reports emerged of large numbers of children 
with HIV in Romanian hospitals and orphanages. International 
leadership of the AIDS response changed when Jonathan Mann, 
the first director of WHO’s GPA, resigned from the post. During 
his leadership, the GPA became the largest programme in WHO’s 
history. Mr Mann personally concluded agreements to establish 
AIDS programmes in 155 countries (4). He died in a plane crash 
en route to WHO in Geneva, Switzerland, in 1998.

By the end of the 1980s, an estimated 8 million people were living 
with HIV worldwide. As the death toll continued to mount, 
AIDS claimed more recognizable faces, including Ryan White, 
the adolescent boy whose barring from school in 1985 unleashed 
a campaign against AIDS prejudice; Keith Haring, a New York 
artist and social activist; and Cazuza, a Brazilian rock singer, 
who was chronicled on the front covers of influential magazines 
through the dying process, helping to change public perceptions 
and attitudes in Brazil. Benetton’s photo of David Kirby on his 
deathbed in Ohio, United States, brought this AIDS realism to its 
natural end, and was viewed globally.

1991Ñ1995

DEATH AND DARKNESS

The period 1991–1995 was mostly disappointing in HIV research 
as the death toll continued to rise, and new treatments proved 
to be of limited value. In 1993, the Concorde Study showed that 
AZT monotherapy was not effective in averting AIDS. This was 
also the period when the surveillance case definition for AIDS 
was revised to include people with less than 200 CD4 cells/mm3 
(5), greatly increasingly the number of people with AIDS. One 
sign of hope in the response came in 1994 when the AIDS Clinical 
Trials Group (ACTG) protocol 076 showed that AZT prophylaxis 
reduces mother-to-child transmission of HIV. This had an impact 
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on efforts to scale up prevention of mother-to-child transmission 
programmes in countries, firstly in developed countries and then 
later in developing countries. It also provided the possibility for 
people living with HIV to plan a family. Hope was renewed in 
1995 when saquinavir, the first protease inhibitor, was approved in 
the United States, ushering in a new era of treatment.

AIDS awareness continued to grow, with the red ribbon intro-
duced as the international symbol for AIDS at the Tony Awards 
in 1991. In 1992, Freddy Mercury, lead singer of Queen, died 
from an AIDS-related illness, and, weeks later, Magic Johnson, the 
United States basketball star, announced that he was HIV-positive. 
His announcement—while he remained healthy—redefined the 
perception of the disease in the minds of many.

Fear grew among communities of people living with HIV, with a 
series of highly publicized cases of criminalization of transmission, 
beginning in Australia in 1991 (6). 

Restrictions on people living with HIV entering the United  
States remained a rallying point internationally. People living 
with HIV around the world marched on United States consul-
ates to protest, but in 1993 President Bill Clinton signed into law 
the immigration policy excluding people living with HIV from 
entering the country.

The community response continued to expand, with the establish-
ment of the International Council of AIDS Service Organizations 
and the International Community of Women Living with HIV/
AIDS in 1991 and 1992, respectively. The idea that personal expe-
riences should shape the AIDS response—the greater involvement 
of people living with HIV (GIPA) principle—was formalized by 
42 countries at the 1994 Paris AIDS Summit on World AIDS Day 
(7). As awareness increased, this period also saw the formation, in 
1995, of the first regional network of people living with HIV: the 
Asia Pacific Network of People Living with HIV/AIDS (APN+). 

This period saw growing desperation to halt the spread of HIV. 
Experts from Africa and India spoke out at the opening ceremony 
of the VII International AIDS Conference, highlighting the 
growing burden of the epidemic in their countries. Thailand 
launched Asia’s most extensive HIV prevention programme. In 
1994, AIDS was declared the leading cause of death for Americans 
aged 25–44; in the following year, President Clinton hosted the 
first White House Conference on HIV/AIDS.

Globally, UNAIDS estimated that at least 23.6 million people 
(people living with HIV + cumulative deaths in 1995) had become 

HIV-positive since the beginning of the epidemic. By 1 January 
1995, cumulatively 1 million cases of AIDS had been reported to 
the WHO GPA. In 1995, as the outbreak of HIV among people 
who inject drugs intensified in eastern Europe, governments made 
the decision to establish UNAIDS to lead the AIDS response 
through advocacy for global action on the epidemic, and to coor-
dinate HIV efforts across the United Nations system. UNAIDS 
continues in this role to this day.

1996Ñ2000

HOPE AND UNCERTAINTY

In Vancouver, Canada, at the XI International AIDS Conference, 
scientists reported a significant treatment breakthrough: highly 
active antiretroviral therapy (HAART), which dramatically  
reduces mortality and morbidity among patients, and shifts the 
prognosis for HIV infection from almost certain fatality to a 
chronic illness. The term “Lazarus syndrome” was used to describe 
patients who returned from the brink of death to good health,  
with low viral loads and increased CD4 counts. By 1997, the 
number of AIDS-related deaths had dropped in the United States 
for the first time since 1981. David Ho, one of the lead clinical 
investigators in the HAART studies, was named Time magazine’s 
Man of the Year for 1996. 

Brazil became the first developing nation to address access to 
treatment holistically, distributing antiretroviral medicines. 
However, by 1998, early optimism had faded, with growing signs 
of treatment failure and side effects. VaxGen started the first 
human trial of the vaccine AIDSVAX in North America and the 
Netherlands in 1998, and in Thailand the following year.

Reorganization and deepening of the structures of the AIDS 
response continued. In addition to UNAIDS becoming opera-
tional, the International AIDS Vaccine Initiative was established to 
address barriers to the search for an effective AIDS vaccine. People 
living with HIV continued to mobilize, with the establishment 
of the Caribbean Regional Network of People Living with HIV/
AIDS (CRN+), and national networks in India (INP+) and Brazil 
(RNP+ Brazil). In South Africa, the Treatment Action Campaign 
was launched in 1998 to advocate for access to treatment. Globally, 
at the XII International AIDS Conference in Geneva, Switzerland, 
the growing gap between rich and poor countries in the AIDS 
response took centre stage.

Harm reduction continued to face major obstacles. In the  
United States, the Secretary of the Department of Health and 

1984

WorldÕs first needleÐsyringe programme is set up in 

Amsterdam, Netherlands.
1984

First HIV antibody test 

is developed.



86



87



88

Human Services determined that needle exchange programmes  
are effective and do not encourage the use of illegal drugs; 
however, the ban on federal funding of such programmes 
remained in place in 1998.

The human stories behind AIDS continued to be shared. In 1997, 
the Nigerian singer Fela Anikulapo-Kuti died of an AIDS-related 
illness. Justice of the South African Constitutional Court, Edwin 
Cameron, announced that he had been living with HIV for 
12 years. The price that some people pay in being publicly identi-
fied as HIV-positive was highlighted when Gugu Dhlamini, from 
South Africa, was murdered after revealing her status in 1999, 
months before the XIII International AIDS Conference in Durban.

With AIDS declared the number one killer in Africa, and southern 
Africa the epicentre of a global pandemic—with almost 30 million 
people living with HIV and 10.5 million people dead from AIDS-
related causes—a sense of crisis was growing internationally.  
In the first days of the new millennium, the United Nations 
Security Council met for the first time to discuss the impact 
of AIDS—a health issue—on peace and security in Africa. The 
Security Council declared AIDS an international security issue, 
threatening social, economic and political structures worldwide. 
This heralded the beginning of unprecedented international mobi-
lization and commitment.

2001Ñ2005

COMMITMENT AND MOBILIZATION

Having adopted the Millennium Development Goals in September 
2000, including Goal 6 to halt and begin to reverse the spread of 
HIV/AIDS by 2015, in 2001 the United Nations convened the first 
United Nations Special Session on HIV/AIDS. At this meeting, 
heads of state and representatives of governments issued the 

Declaration of Commitment on HIV/AIDS, which stated what 
governments pledged to do—themselves, with others in inter-
national and regional partnerships, and with the support of civil 
society—to reverse the epidemic.

The Declaration was a watershed as members of civil society were 
involved as both planners and participants, a much needed change 
in light of the fact that so many leaders had for far too long sat 
quietly on the side lines as the epidemic grew and then raged out 
of control. The Declaration, while not a legally binding document, 
was a clear statement by governments of what they agreed should 
be done and their commitments, many with specific deadlines. 
As such, the Declaration was a powerful tool to guide and 
secure action, commitment, support and resources for the AIDS 
response, both within and outside government.

The sense of urgency was palpable. In 2002 former United States 
President Bill Clinton and Nelson Mandela were two of the 
high-profile leaders to participate in the XIV International AIDS 
Conference in Barcelona, Spain, reflecting ever increasing political 
commitment to respond to the epidemic. UNAIDS reported that 
women made up half of all adults living with HIV worldwide and 
that HIV was the leading cause of death worldwide among men 
and women aged 15−59 years. That same year, the international 
community formed the Global Fund to Fight AIDS, Tuberculosis 
and Malaria (Global Fund) to provide the financial support 
needed for effective prevention, treatment and care programmes 
for these three deadly diseases. At the time of the creation of the 
Global Fund, AIDS, tuberculosis (TB) and malaria collectively 
were taking the lives of approximately 6 million people a year. The 
level of international annual resources for HIV increased from 
US$ 350 million in 2003 to US$ 1 billion in 2006.
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In 2003 United States President George W. Bush introduced, and 
the United States Congress passed, the United States President’s 
Emergency Plan for AIDS Relief (PEPFAR). PEPFAR was and 
remains the world’s largest international assistance programme 
dedicated to one disease. The financial resources underpinning it 
were monumental—US$ 15 billion over five years (2004–2008).

A critical component of scaling up treatment was ensuring that 
antiretroviral drugs are affordable. The advent of generic HIV 
drugs turned the tide on access and affordability. The Doha 
Declaration of 2001, a policy landmark in efforts to rebalance 
intellectual property protection for health products and public 
health needs, helped reduce drug costs from US$ 10 000 in 2000  
to less than US$ 100 in 2011.

As resources started to flow into countries, the real work of 
building the health infrastructure to sustain HIV prevention, 
treatment, care and support efforts began. The AIDS response 
was finally in emergency mode, beginning to respond to a public 
health crisis that had been largely ignored by leaders for decades. 
With time being of the essence, learning was by doing. The one 
thing that was finally apparent to all was that resources had to 
reach people often halfway around the world—and they needed to 
reach them now.

Scaling up treatment was the focal point of the AIDS response. 
In 2003 the World Health Organization (WHO) and UNAIDS 
launched the “3 by 5” initiative, with the goal of having 3 million 
people in developing countries on antiretroviral therapy by the end 
of 2005. This was undoubtedly an audacious goal, but it was a goal 
that was set to provide momentum for treatment scale-up.

Communities were also gearing up their response. The 
International Treatment Preparedness Coalition was formed at the 
International Treatment Preparedness Summit held in 2003  
in Cape Town, South Africa. At this meeting, 125 activists from  
67 countries gathered to discuss how to expedite access to 
treatment to the millions of people living with HIV in the global 
south, including advocacy for a drastic reduction in drug prices 
and to allow the manufacture and import of cheap generic  
drugs. Action was not without risk, however. In 2005 the South 
African Police Services in Queenstown brutally assaulted and then 
opened fire on unarmed peaceful protesters from the Treatment 
Action Campaign asking for HIV treatment. Some 40 people were 
injured and 10 treated for gunshot wounds—a shocking display 
of police brutality believed to be a first in the history of AIDS 
activism and advocacy (9).

Specific groups of people living with HIV were also emerging. 
Young Positives—subsequently becoming Y+, the Global Network 
of Young People Living with HIV—was born in 2002. In the 
following year, ANERELA+, which later merged into INERELA+, 
an interfaith network of religious leaders who are living with or 
personally affected by HIV, was formed.

Science was also gearing up to meet the challenge of providing 
services, particularly in high-burden countries. HIV testing is 
the entry point to both prevention and treatment. In 2002 the 
United States Food and Drug Administration (FDA) approved 
the first rapid HIV test, heralding an era of wide-scale testing 
using increasingly simplified tools. This period also saw increased 
research into a new prevention tool. Clinical trials of male 
circumcision in Orange Farm, South Africa showed reduced HIV 
transmission. These findings were confirmed by clinical trials 
in Kisumu, Kenya and Rakai, Uganda, in 2006 (10), resulting in 
increased efforts to scale up male circumcision as part of compre-
hensive HIV prevention in sub-Saharan Africa.

Immense challenges remained in reaching key populations, 
however. In 2003 the United States Congress barred the use of 
federal funds by foreign organizations to “promote, support, or 
advocate the legalization or practice of prostitution”, which was 
expanded in 2005 by the United States Agency for International 
Development to cover United States-based organizations. This 
policy continues to be litigated in the courts to this day (11).

The XV International AIDS Conference in Bangkok, Thailand, was 
held against a backdrop of high HIV prevalence and the achieve-
ment of significant reductions in HIV incidence in the country. 
The “war on drugs” launched by the Thai Government resulted 
in many deaths and arrests, however, underscoring to the world 
the negative impact of criminalization rather than a public health 
approach to injecting drug use. This was in the period when WHO 
placed methadone on the Essential Medicines List.

2006Ñ2010 

SETTING TARGETS FOR UNIVERSAL ACCESS

As countries began to scale up access to treatment, the ambitions 
became bolder. By 2006 the “3 by 5” initiative had not achieved 
its target, but the results were so promising that Member States 
agreed in a further United Nations political declaration to provide 
universal access to HIV prevention, treatment, care and support 
services for all people in need by 2010.

Countries began to set national targets. For example, the South 
African Government in 2007 developed an ambitious and 
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comprehensive five-year plan to address the epidemic after years of 
inaction. This plan aimed to reduce the number of new infections 
by 50% and to bring treatment care and support to at least 80% of 
all people living with HIV and their families.

In 2007, UNAIDS revised downwards the estimates of people 
living with HIV to 33.2 million. Previously, in 2006 it was 
estimated that 39.5 millions people were living with HIV. The 
revisions reflected better understanding of the epidemic and 
improved methods of estimation. 

Momentum continued to mount on the back of success. In 2006 
Brazil, Chile, France, Norway and the United Kingdom of Great 
Britain and Northern Ireland formed UNITAID to help facilitate 
and speed up the availability of improved health tools, including 
medicines and diagnostics. The creation of the Medicines Patent 
Pool by UNITAID in 2010 resulted in major agreements, managed 
by the Pool, leading to the generic production and improved 
affordability of important drugs for paediatric treatment, including 
abacavir, lopinavir and fixed-dose combinations of tenofovir-based 

regimens. The United States Congress reauthorized PEPFAR for 
an additional five years in 2008, committing US$ 48 billion to 
AIDS, malaria and TB. This was also a time of transition. PEPFAR 
was transitioning from an emergency response to promoting 
sustainable country programmes. At UNAIDS, Executive Director 
Peter Piot stepped down at the end of 2008, and Michel Sidibé was 
appointed as his successor.

While increased resources were flowing to address HIV and 
countries scaled up action, the global response was still falling 
short in its effort to curb the epidemic and care for people living 
with HIV. Moreover, gender inequity, homophobia and discrimi-
nation against sex workers and people who use drugs continued to 
hamper prevention efforts. In response, underserved communities 
mobilized on the back of the successes of movements of people 
living with HIV. At the 2006 International AIDS Conference 
in Toronto, Canada, the Global Forum on MSM and HIV was 
formed, followed in 2008 by the International Network of People 
who Use Drugs, which represents the interests of people who use 
drugs, especially those who encounter human rights violations or 
are affected by blood-borne viruses and encounter discrimination 
simply because of their drug use.

In this period, science came to the fore. In addition to the HIV 
prevention benefit of male circumcision, there was a wide range 
of significant advances in HIV prevention research, opening the 
way for new prevention tools to be harnessed in the HIV response. 
The Intervention with Microfinance for AIDS and Gender Equity 
(IMAGE) study found that in addition to impacts on economic 
wellbeing, women’s empowerment and intimate partner violence, 
interventions addressing the economic and social vulnerability 
of women result in reduced risk behaviour among young women 
(12). In 2009 the RV144 vaccine trial in Thailand showed 31% 
protection, proving that a preventive HIV vaccine is possible (13). 
The following year, the CAPRISA 004 trial in South Africa showed 
that vaginal tenofovir gel reduces women’s risk of HIV acquisition 
by 39% over 30 months, providing proof of concept that an antiret-
roviral agent can prevent sexual transmission of HIV in women 
(14). The decade ended with the positive news from the iPrEX 
trial among men who have sex with men in Brazil, Ecuador, Peru, 
South Africa, Thailand and the United States of a 44% reduction 
in HIV acquisition in men taking a single daily tablet of emtric-
itabine/tenofovir, demonstrating the effectiveness of a new HIV 
prevention tool, pre-exposure prophylaxis (15).
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There were also a number of significant advances in HIV 
treatment. Atripla, the first multi-class, fixed-dose combination 
pill of antiretroviral drugs was approved by the United States 
FDA in 2006, reducing pill burden and simplifying dosing, with 
the potential to increase adherence. The following year, the FDA 
approved two new treatment options: the first integrase inhibitor, 
raltegravir, targeting a viral enzyme that inserts the viral genome 
into the DNA of the host cell; and the first entry inhibitor, a CCR5 
blocker, maraviroc. The first and, to date, only case of a person 
being cured of HIV, Timothy Ray Brown, known as the “Berlin 
patient”, was reported in 2007. Brown had leukaemia and HIV  
and was cured of HIV through a bone marrow transplant in 
Berlin, Germany (16). This classification as cured of HIV was 
confirmed in 2011.

In an attempt to increase the number of people taking HIV tests, 
WHO and UNAIDS issued new guidance recommending provid-
er-initiated HIV testing and counselling in health-care settings 
in 2007 (17). On the basis of new evidence on when to initiate 
antiretroviral therapy, optimal antiretroviral therapy regimens, 
the management of HIV coinfection with TB and chronic 
viral hepatitis, and the management of antiretroviral therapy 
failure, WHO developed revised treatment guidelines in 2010. 
Development of these guidelines involved consultations with civil 
society networks, including the Global Network of People living 
with HIV, the International Treatment Preparedness Coalition and 
the International Community of Women Living with HIV/AIDS, 
to ensure the values and preferences of people living with HIV 
were reflected—a new mode of collaboration (18).
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Elizabeth Taylor, one of the first celebrities to advocate on behalf 
of people living with HIV, and founding national chair of the 
American Foundation for AIDS Research, supporting AIDS 
research, HIV prevention, treatment education and advocacy for 
AIDS-related public policy, died in 2010.

Key populations continued to face existential challenges. 
Antidiscrimination legislation received a boost in India in 2009 
when the High Court overturned Section 377 of India’s Penal Code 
that banned homosexuality; this decision was overturned by the 
Supreme Court in 2013. In the same year, the Ugandan Parliament 
debated a bill that aimed to criminalize homosexuality, with the 
possibility of the death sentence for some offences.

The decade concluded with UNAIDS reporting a continued 
decline in new HIV infections and AIDS-related deaths. As HIV 
transmission had finally been halted and reversed, the challenge 
was now how quickly the global response could end the epidemic.

2011Ñ2015

MEASURING IMPACT

On 10 June 2011 the General Assembly adopted the Political 
Declaration on HIV/AIDS: Intensifying our Efforts to Eliminate 
HIV/AIDS (19), which built upon previous commitments  
within the 2001 Declaration and the 2006 Political Declaration, 
highlighting 10 high-priority targets and commitments to  
ensure universal access to prevention, treatment, care and  
support by 2015.

The emphasis of the Declaration was on measuring impact in the 
lead up to the end date of the Millennium Development Goals. 
For example, the new treatment target—of reaching 15 million 
people with HIV treatment by the end of 2015—at the time 
seemed unreachable; this goal has not only been met, however, but 
exceeded, months earlier than anticipated. The UNAIDS World 
AIDS Day 2012 report showed that the number of new HIV infec-
tions had more than halved across 25 low- and middle-income 
countries since 2001; young people aged 15–24 years accounted 
for 40% of all new adult HIV infections, however, underlining the 
need for more targeted HIV prevention services (20). Also, in the 
past two years, there have been major advances in the scale-up of 
voluntary medical male circumcision. Approximately 1 million 
men were circumcised in 2013, and a cumulative total of nearly 
6 million men had been reached with voluntary medical male 
circumcision within 14 high-priority countries by the end of 2013.

By 2012 new infections among children had been cut by 31% since 
2009, due to interventions for elimination of mother-to-child 
transmission of HIV (21). UNAIDS, however, estimated that 70% 
of children living with HIV who were eligible for treatment did 
not have access to treatment (22). In 2013 the Medicines Patent 
Pool and ViiV Healthcare launched a collaborative agreement to 
increase access to antiretroviral therapy for children, a significant 
step to bridging the gap in paediatric HIV treatment.

The 2011 Political Declaration made the removal of all HIV-related 
restrictions to entry, stay and residence a key priority. Currently, 
36 countries, territories and areas continue to maintain restric-
tions on the entry, stay and residence of people living with HIV, 
down from 59 in 2008. In recent years, Armenia, Australia, the 
Comoros, Fiji, Mongolia, the Republic of Moldova and Tajikistan 
have removed such restrictions. In 2012 the XIX International 
AIDS Conference was held in Washington, DC in the United 
States. This was the first time since 1990 that the conference had 
been held in the United States, in honour of the lifting of its ban on 
people living with HIV entering the country. This was also the first 
time in 16 years that the AIDS Memorial Quilt was displayed in 
its entirety. Tragically, former President of the International AIDS 
Society, Joep Lange, and a number of other committed people in 
the AIDS response were killed in the MH17 plane crash en route 
to the XX International AIDS Conference in Melbourne, Australia.

The 2011 Political Declaration for the first time explicitly referred 
to sex workers and people who inject drugs as key populations  
in the HIV response, providing renewed focus on these popula-
tions. The use of such explicit language at such a high political 
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level has opened new pathways for advocacy and work towards  
the vision to end AIDS. On the back of advances in HIV preven-
tion, treatment and care science, key populations were involved 
in the development of WHO normative guidance for men who 
have sex with men and transgender people (23), people who use 
drugs (24) and sex workers (25, 26), which culminated in the first 
iteration of consolidated guidance for key populations in 2014 
(27). This has become the new norm in United Nations and civil 
society interaction.

Key populations continue to be disproportionately affected by 
HIV in many countries, however. Hostile legal frameworks serve 
to alienate certain groups, creating barriers to the accessing of 
HIV services and sexual and reproductive health and rights and 
leading to an increase in transmission among key populations. 
Recent years have seen some tragic and dramatic examples. In 
Uganda, the murder of gay rights activist David Kato underscored 
the dangers faced by individuals. In 2014, Nigeria passed a law 
that could prevent access to HIV services for lesbian, gay, bisexual, 
transgender and intersex people. Community members faced 
violence from neighbours emboldened by the law in several places. 
In Uganda, the constitutional court overturned the anti-homo-
sexuality law passed by the parliament. Mozambique, on the other 
hand, scrapped the colonial era gay law. 

Progress towards the target of halving HIV transmission among 
people who inject drugs by 2015 has been slow due to a combina-
tion of criminal laws, stigma and discrimination, and a failure by 
most states to provide evidence-based services.

The Global Fund and PEPFAR were launched to respond to an 
emergency situation. Thanks to the efforts of many, the response 
was significant and effective. As the situation on the ground 
improved, however, the emergency response shifted to a sustain-
ability response where partner governments assume more of the 
responsibility for meeting the health needs of their people.

Yet with the global financial crisis, financing the HIV response was 
an ongoing concern. The Global Fund underwent considerable 
change. The failure of donor countries to honour their commit-
ments culminated in Round 11 being effectively cancelled in 
2011. To ensure continued funding for essential existing services, 
the Global Fund introduced an emergency funding mechanism, 
with strict eligibility criteria. One consequence was that the lack 
of money available to the Global Fund meant that the scale-up of 
services was put on hold, creating widespread concern that the 
positive trends in recent years would be reversed. As a response 
to this, in 2012 the Bill & Melinda Gates Foundation pledged 

US$ 750 million to support the Global Fund. In late 2013, 
US$ 12 billion was committed by international partners, repre-
senting a sharp increase in pledges made at the previous replen-
ishment conference of US$ 9.2 billion (28). Shared responsibility 
by countries also grew. Domestic spending on HIV increased, 
accounting for approximately 53% of global HIV resources in 
2012. The total global resources available for HIV in 2014 were an 
estimated US$ 20.2 billion.

On the scientific front there were advances as well as setbacks. 
The results of the HIV Prevention Trials Network (HPTN) study 
052 released in 2011 found that antiretroviral therapy reduces 
HIV transmission by 96% in serodiscordant heterosexual 
couples—a game changer for the HIV response, spurring WHO 
to develop guidelines on the treatment and prevention benefits 
of antiretroviral therapy for serodiscordant couples in 2012 (29). 
In order to reduce the risk of sexual transmission of HIV, these 
guidelines suggest the partner living with HIV should begin 
antiretroviral therapy immediately after diagnosis rather than 
waiting for their CD4 count to drop, regardless of whether or not 
they need antiretroviral therapy for their own health.

The Kesho Bora study in Burkina Faso, Kenya and South Africa 
found that giving mothers living with HIV a combination of 
three antiretroviral medicines during pregnancy, delivery and 
breastfeeding reduces HIV infections in infants by 43% by the age 
of one year and reduces transmissions during breastfeeding by 
54% compared with the previously recommended antiretroviral 
medicine regimen stopped at delivery (30). In 2013 it was reported 
that the “Mississippi Baby” was the first documented case of an 
infant “functionally cured” of HIV through aggressive antiretro-
viral therapy for 18 months; these hopes were dashed a year later, 
however, with news that her HIV infection had rebounded (31).

While progress in the AIDS response has been staggering, there is 
an understandable concern about keeping the momentum going. 
The fear of AIDS fatigue is real. Treatment gaps remain. Stigma 
and discrimination have not gone away and, in some countries, 
have become worse. Yet we now have the evidence and know 
how to end AIDS. As the Millennium Development Goals draw 
to a close, it is time to aim higher. By the end of 2020 countries 
are setting themselves the goal of reaching the 90–90–90 targets: 
90% of people living with HIV knowing their HIV status, 90% 
of people who know their HIV status accessing treatment, and 
90% of people on treatment having suppressed viral loads so they 
remain healthy. In the beginning AIDS activists embraced the 
impossible. In 2015 it is time for the international community to 
embrace the possible.

1995

First protease inhibitor approvedÑthe era of highly

active antiretroviral therapy (HAART) begins.

1996

A cocktail of three medcines shown to reduce viral

load much more effectively than any one drug.
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THE STATE OF THE GLOBAL 
AIDS EPIDEMIC 

The world has halted and reversed the spread of HIV. The epidemic 
has been pushed back as new infections have declined by 35% 
since 2000. And now the response is going one step further—
ending the AIDS epidemic by 2030.

The rapid expansion of evidence- and human rights-based 
approaches, backed by solid investments, has generated sharp 
reductions in new HIV infections and AIDS-related deaths.

This chapter describes the current state of the epidemic and the 
AIDS response and the progress made after 15 years of concerted 
efforts. It provides an overview of how different populations 
and locations are faring and where gaps remain. After analysing 
current global trends, snapshots are provided for each region.

In 2014, 36.9 million [34.3 million–41.4 million] people 
were living with HIV. The number of people living with HIV 
continues to increase, in large part a positive trend, because 
more than 15 million people globally as of March 2015 are on 
antiretroviral therapy and as a result are living longer. At the 
same time, even though new HIV infections have declined, there 
is still an unacceptable number of new HIV infections each year, 
contributing to the burden of the epidemic.

Worldwide, 0.8% [0.7–0.9%] of adults (aged 15–49 years) are living 
with HIV. Sub-Saharan Africa, with 25.8 million [24 million–
28.7 million] people living with HIV, remains the region most 
heavily affected by the epidemic. Although 80% of people living 
with HIV live in only 20 countries (Figure 1), the HIV epidemic 
remains global, affecting every corner of the world and adding 
substantially to health burdens in many regions.

The most significant gains in reversing the epidemic have been 
among children under the age of 15 years. Since 2000 new HIV 
infections among children have declined by 58%. Yet the epidemic 
continues to have profound effects on the youngest people. In 
2014, 2.6 million [2.4 million–2.8 million] children aged under 
15 years were living with HIV. The epidemic among children stems 
primarily from HIV transmission during pregnancy, childbirth or 
breastfeeding. With most of the countries with the highest burden 
of HIV among pregnant women adopting a strategy to provide 
lifelong antiretroviral therapy to pregnant women living with 
HIV, elimination of new HIV infections among children remains 
a distinct possibility within a few years. At the end of 2014, 73% 
[68–79%] of pregnant women living with HIV had access to 
services for preventing mother-to-child transmission of HIV.

Globally, women account for 51% of all adults living with 
HIV. Women represent 59% of all people living with HIV in 
sub-Saharan Africa. Men living with HIV outnumber women 
living with HIV in every other region, except the Caribbean. 
Adolescent girls and young women are at especially high risk of 
acquiring HIV. In 2014, 3.9 million [3.7 million–4.2 million] 
young people aged 15–24 years were living with HIV—58% of 

Figure 1 

Proportion of people living with HIV by country, 2014
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New HIV infections, global, 2014
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Figure 4 

New HIV infections among key populations,  
global, 2013

Source: UNAIDS special analysis. Estimated number of new HIV infections by 
key population were compiled from country Spectrum files submitted in 2014 
to UNAIDS.  

these were female. HIV prevalence is 1.7 times higher among 
adolescent girls than among adolescent males in sub-Saharan 
Africa and has been found to be up to eight times higher among 
females than males aged 15–19 years in South Africa (1). 

NEW HIV INFECTIONS CONTINUE TO DECLINE

During 2014 a total of 2.0 million [1.9 million–2.2 million] people 
were newly infected with HIV. The number of newly infected 
individuals in 2014 is 35% lower than in 2000 (Figure 3). Globally, 
220 000 [190 000–260 000] children acquired HIV infection in 
2014. Young people aged 15–24 years represent 34% of newly 
infected adults. In 2014 sub-Saharan Africa accounted for 66% of 
all new HIV infections. Except for young people aged 15–24 years, 
new HIV infections are higher among men than women (Figure 2).

New HIV infections have declined steadily over the past 15 years, 
but the pace of the fall in new infections appears to have 
quickened in recent years. New infections dropped by 11% in 
2005–2009 but fell by 13% in 2010–2014 (Figure 3).

There is a clear global downward trend in the number of new 
HIV infections, but there is considerable variation among regions. 
From 2000 to 2014 the annual number of new HIV infections 
fell by 35% globally. Across regions, between 2000 and 2014 
the sharpest declines in new infections have occurred in the 
Caribbean (50% decline) and sub-Saharan Africa (41% decline); 
new infections in Asia and the Pacific fell by 31%. The number 
of new HIV infections dropped notably in the early years of the 
previous decade in Asia and the Caribbean, but new infections 
in both regions have remained relatively stable in recent years. In 
eastern Europe and central Asia and the Middle East and North 
Africa, however, new HIV infections have increased since 2000.

NEW HIV INFECTIONS AMONG KEY POPULATIONS

A recent analysis suggests that in 2013 there were approximately 
330 000 [260 000–390 000] new HIV infections among men who 
have sex with men, 110 000 [90 000–140 000] among people who 
inject drugs, 70 000 [55 000–83 000] among sex workers and 
140 000 [110 000–170 000] among clients of sex workers (Figure 4).

Although quantifiable global trends in new infections among 
key populations are not available, HIV prevalence among 
sex workers has declined modestly since 2011 in a number of 
regions, including sub-Saharan Africa (Figure 5). Similarly, HIV 
prevalence also appears to be on the decline among people who 
inject drugs in almost all regions (Figure 6). The same progress is 
not apparent with respect to the global epidemic among gay men 
and other men who have sex with men. Globally, HIV prevalence 
among men who have sex with men appears to be stable, with 
small peaks reported from the Caribbean and eastern europe and 
central Asia (Figure 7).

Figure 3  
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Figure 5 

Regional trends in median HIV prevalence among 
sex workers, 2011Ð2014

Source: GARPR 2015.
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Source: Nationally representative household surveys, 2000Ð2014. 
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Figure 10 
Percentage of young people aged 15Ð24 who 
both correctly identity ways of preventing the 
sexual transmission of HIV and who reject major 
misconceptions about HIV transmission
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Figure 9  

Adult life expectancy trends, Kyamulibwa general 
population cohort, Uganda, 1991Ð2012

60

50

40

30

20

10

0

19
9

1Ð
19

9
3

19
9

4
Ð1

9
9

6

19
9

7
Ð1

9
9

9

2
0

0
0

Ð2
0

0
2

2
0

0
3

Ð2
0

0
5

2
0

0
6

Ð2
0

0
8

2
0

0
9

Ð2
0

12

All men

Men living with HIV

All women Antiretroviral 

therapy intro

Women living with HIV
Antiretroviral 

therapy full

Figure 7 

Regional trends of median HIV prevalence among gay 
men and other men who have sex with men, 2011Ð2014
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Figure 6 

Regional trends of median HIV prevalence among 
people who inject drugs, 2011Ð2014
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Figure 8  

Number of AIDS-related deaths, global, 2000Ð2014

Source: UNAIDS 2014 estimates.
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REDUCTIONS IN AIDS-RELATED 

MORTALITY ACCELERATE

Since 2004, when the number of AIDS deaths peaked, the annual 
number of AIDS-related deaths has declined by 42%. In 2014 an 
estimated 1.2 million [1.0 million–1.5 million] people died of 
AIDS-related causes globally (Figure 8).

Declines in AIDS-related deaths have been especially pronounced 
in a number of high-prevalence countries. Since 2010 AIDS-
related deaths have declined by 58% in South Africa and by 52% 
in Rwanda.

The rate at which the number of AIDS-related deaths is falling is 
increasing. AIDS-related deaths fell by 18% in 2005–2009, and 
by 26% in 2010–2014. Although the rapid expansion of access to 
antiretroviral therapy is primarily responsible for these reductions 
in AIDS-related mortality, the declines in recent years also reflect 
the global decline in new HIV infections that began in 1997.

The fall in AIDS-related deaths is having profound positive effects 
on health outcomes and demographic trends in many countries. 
In South Africa, for example, life expectancy rose from 52 years 
in 2005 to 61 years in 2014, the number of AIDS-related deaths 
fell by more than half, and AIDS-related deaths as a proportion of 
overall mortality dropped from 51% in 2005 to 31% in 2014 (2).

Empirical data from a demographic and surveillance site in eastern 
Africa demonstrate a significant increase in life expectancy among 
people living with HIV as antiretroviral therapy has scaled up. 
Sharp improvements in life expectancy among people living with 
HIV contrast with comparatively minor gains in life expectancy 
among all men and women (Figure 9).

THE STATE OF THE GLOBAL 
AIDS RESPONSE

The global AIDS response continues to represent perhaps the most 
inspiring example of what can be achieved through international 
solidarity and evidence- and human rights-based action. Over 
more than three decades, the world has mounted a response to 
AIDS that serves as an inspiration for global health and interna-
tional development. These gains have continued in 2015,  
as the world looks towards ambitious new targets to end the  
AIDS epidemic.

Ending the epidemic will demand not only that the global 
community continues and builds on these gains, but also that the 
pace of scale-up is fast-tracked. In particular, the AIDS response 
will need to accelerate progress in geographical settings and 

1 Data on trends in sexual behaviours are derived primarily from nationally 
representative surveys, including Demographic and Health Surveys (DHS) and 
Multiple Indicator Cluster Surveys (MICS). To detect trends in sexual behaviours, 
more recent survey results are compared with findings from earlier representative 
surveys. The discussion of trends in sexual behaviours compares results from surveys 
conducted around the year 2000 (between 1999 and 2007) to around the year 2014 
(between 2008 and 2014).

among populations where progress has not been shared equitably. 
Particular vigilance is needed to intensify efforts for settings and 
populations where HIV-related outcomes and access to life-saving 
services appear to be worsening over time.

PREVENTION OF SEXUAL TRANSMISSION 

IN THE GENERAL POPULATION

According to household surveys in sub-Saharan Africa, a clear, 
although not universal, positive trend has emerged over the past 
15 years towards sexual risk reduction.1 The most recent surveys, 
however, indicate that the trend towards safer sexual behaviours 
has reversed in several countries, highlighting the need to 
reinvigorate HIV prevention efforts and effectively reach people 
who have been left behind by prevention programmes.

TRENDS IN EARLY SEXUAL  

DEBUT ARE MIXED

Although fewer young men are initiating sex before the age of 
15 years than at earlier stages of the epidemic there has been 
an increase in the proportion of young women who initiated 
sex before age 15 years (Figure 11). In sub-Saharan Africa the 
proportion is declining among young women (see sub-Saharan 
Africa section, below). Delaying sexual debut is especially 
important for young girls in sub-Saharan Africa, as women in the 
region on average acquire HIV five to seven years earlier than men.

YOUNG PEOPLE'S HIV-RELATED 

KNOWLEDGE REMAINS FAR TOO LOW

An important impediment to effective sexual risk reduction is the 
low level of HIV-related knowledge among young people. Over 
the past 15 years, the percentage of young people having accurate, 
comprehensive knowledge about HIV has increased, although 
levels of knowledge remain far too low (Figure 10). Globally, there 
has been little change in the percentage of young people having 
accurate and comprehensive knowledge about HIV transmission. 

SUBSTANTIAL SEXUAL RISK BEHAVIOUR 

PERSISTS AMONG ADULTS

Among people aged 15–49 years, the percentage of men reporting 
multiple sexual partners in the past 12 months increased slightly 
in the period 2000–2014 in 31 countries reporting comparable 
survey data (Figure 12). Notable increases in multiple sexual 
partnerships were reported in several countries (Burkina Faso, 
the Congo, Côte d’Ivoire, Ethiopia, Gabon, Guyana, South Africa, 
United Republic of Tanzania and Zimbabwe). In eastern Europe 
and central Asia, the percentage of adults with multiple sexual 
partners fell between 2000 and 2014.

Over time, reported condom use among people aged 15–49 years 
has generally increased with especially notable increases among 
women (Figure 13). Even in regions where condom use has 
increased since 2000, reported condom use remains extremely low. 
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Despite significant increases in condom use between 2000 and 
2014, two out of three women with multiple sexual partners still 
reported not using a condom the last time they had sex in 2014. 

UPTAKE OF VOLUNTARY MEDICAL MALE 

CIRCUMCISION ACCELERATES

Voluntary medical male circumcision is a relatively new addition 
to combination HIV prevention strategies. Modelling studies 
indicate that reaching 80% of adult men in 14 high-priority 
countries in sub-Saharan Africa, or approximately 20 million men, 
by 2015 would prevent more than 3.3 million new HIV infections 
over 15 years and save more than US$ 16 billion in future  
health costs (3).

The number of adult men in the 14 priority countries who have 
received voluntary medical male circumcision services continues 
to increase.2 From 2008 to December 2014, about 9.1 million 
men in priority countries received voluntary medical male 
circumcision, with 85% of scale-up occurring in the period 
2012–2014 (Figure 14).

In 2014 alone, 3.2 million men in these countries were 
circumcised, with progress apparent in all priority countries. 
Although the world is not currently on track to reach the 80% 
coverage goal for voluntary medical male circumcision by 2015, 
Ethiopia and Kenya have both already exceeded their estimated 
80% coverage. In both Ethiopia and Kenya, programmes for 
voluntary medical male circumcision have not been national 
in scope but have focused on provinces (Gambela in Ethiopia, 
Nyanza in Kenya) with high HIV prevalence and low prevalence of 
male circumcision.

ADVANCING TOWARDS THE GOAL OF 

ELIMINATING NEW HIV INFECTIONS 

AMONG CHILDREN

As of December 2014, 73% [68–79%] of pregnant women 
living with HIV received antiretroviral medicines to avoid 
HIV transmission to their newborns. This compares with 36% 
[33–39%] coverage of effective antiretroviral medicines (excluding 
single dose Nevirapine) for prevention of mother-to-child 
transmission in 2009, reflecting an extraordinary expansion of 
services that has enabled the world to move towards the goal of 
eliminating new HIV infections among children.

In 2014 an estimated 1.5 million [1.4 million–1.6 million] women 
living with HIV gave birth. An estimated 1.2 million [1.2 million–
1.3 million] of these women live in the 21 sub-Saharan African 
countries prioritized by the Global Plan towards the elimination 
of new HIV infections among children by 2015 and keeping their 

2 This report summarizes data on scale-up of voluntary medical male circumcision 
in the following countries with high rates of sexual HIV transmission: Botswana, 
Ethiopia, Kenya, Lesotho, Malawi, Mozambique, Namibia, Rwanda, South Africa, 
Swaziland, Uganda, United Republic of Tanzania, Zambia and Zimbabwe. The Central 
African Republic and South Sudan have also been identified as high priorities for 
voluntary medical male circumcision scale-up, but these countries have not started 
circumcision programmes; as a result, no data are available for the Central African 
Republic or South Sudan.

Source: Nationally representative household surveys, 2000Ð2014.
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Figure 12 
Percentage of women and men aged 15Ð49 who 
have had sexual intercourse with more than one 
partner in the past 12 months
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Source: Nationally representative household surveys, 1999Ð2014.

Figure 11 
Percentage of young women and men aged 15Ð24 
who have had sexual intercourse before the age of 15
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Figure 13  

Percentage of women and men aged 15Ð49 who had 
more than one partner in the past 12 months who 
used a condom during their last sexual intercourse
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HIV testing among people who inject drugs varies substantially among 
regions. While more than half of people who inject drugs reported 
accessing HIV testing and receiving their results in the previous 
12 months in North America and western and central Europe, very  
low testing rates were reported among people who inject drugs in Asia 
and the Pacific, sub-Saharan Africa and the Middle East and North 
Africa (Figure 20).

Among gay and other men who have sex with men, condom use at last 
anal intercourse (Figure 21) and recent HIV testing history and status 
awareness (Figure 22) are lower than the suggested targets of 80% and 
90%, respectively. HIV status awareness was below 50% in all but one 
region in 2014.

Source: GARPR 2015.
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Figure 14  

Number of voluntary medical male circumcisions 
performed annually, by country, 2008Ð2014
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Figure 15  

Number of new HIV infections in children, global, 
2000Ð2014
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mothers alive (the Global Plan). Yet even though more women 
than ever are living with HIV, the number of children newly 
infected with HIV globally in 2014 (220 000 [190 000–260 000]) 
was less than half the number who acquired HIV in 2000.

The rapid expansion of services to prevent mother-to-child HIV 
transmission has had a massive health impact on the world’s 
children and contributed to global efforts to reduce mortality  
in children under the age of five. Since 2000 antiretroviral 
medicines have averted an estimated 1.4 million HIV infections 
among children.

Significantly, the impact of prevention services is increasing over 
time. Among the 1.4 million infections averted due the provision 
of antiretrovirals to prevent mother-to-child transmission, 
1.2 million were averted between 2009 and 2014. (See the regional 
profile of sub-Saharan Africa below for information on the impact 
of the Global Plan). The number of new HIV infections among 
children declined by 27% between 2000 and 2009, and by 41% 
between 2010 and 2014 (Figure 15).

With less than a year remaining before the deadline for the Global 
Plan’s target to eliminate new HIV infections among children, 
coverage of services to prevent mother-to-child transmission will 
need to increase further. In particular, intensified and innovative 
efforts are needed to provide prevention services for children 
at risk of acquiring HIV during breastfeeding. Of the 220 000 
[190 000–260 000] new HIV infections among children in 
2014, approximately 60% were estimated to be acquired during 
breastfeeding, when women often do not receive the medication 
that can reduce transmission to the child and improve the 
mother’s health.

ADDRESSING THE HIV PREVENTION NEEDS OF 

POPULATIONS WHO HAVE BEEN LEFT BEHIND

Sex workers continue to exhibit the highest levels of reported 
condom use in the world (Figure 16). Recent HIV test history and 
status awareness remain low among sex workers, particularly in 
the Middle East and North Africa, Asia and the Pacific (Figure 17).

Coverage of services to distribute sterile needles and syringes 
remains below recommended levels. International guidelines 
advise harm-reduction programmes to aim for the distribution 
of at least 200 clean needles and syringes per year for every 
person who injects drugs, but in many regions needle and syringe 
distribution was much lower than this recommendation. However, 
six of 16 countries in Asia and the Pacific, three of 10 countries 
in eastern Europe and central Asia, and six of 23 countries in 
western European surpassed the recommendation at least once in 
the past four rounds of Global AIDS Response Progress Reporting 
(GARPR) (Figure 18).

People who inject drugs report low levels of using a condom the last 
time they had sex. In all regions, less than half of people who inject 
drugs reported using a condom at last sex. In two regions, a third or 
less of people who inject drugs reported condom use at last sex during 
the past year (Figure 19).
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Figure 16  

Regional trends of median condom use among 
sex workers at last commercial sex, by region, 
2011Ð2014

100

80

60

40

20

0
2011 2014

Source: GARPR 2015.

Asia and Pacific (N=23)

Caribbean (N=5)

Eastern Europe and central Asia (N=11)

Latin America (N=18)

Middle East and North Africa (N=11)

Sub-Saharan Africa (N=37)

Western and central Europe and 

North America (N=18)

%
 t

e
st

in
g

 a
n

d
 l
e

a
rn

in
g

 H
IV

 s
ta

tu
s

Year reported to UNAIDS

Figure 17  

Regional trends of median HIV testing and status 
awareness among sex workers during past  
12 months, by region, 2011Ð2014

80

60

40

20

0
2011 2014

Source: GARPR 2015.

Asia and Pacific (N=24)

Caribbean (N=6)

Eastern Europe and central Asia (N=11)

Latin America (N=18)

Middle East and North Africa (N=9)

Sub-Saharan Africa (N=37)

Western and central Europe and 

North America (N=20)

o
f 

n
e

e
d

le
s/

sy
ri

n
g

e
s 

d
is

tr
ib

u
te

d
  

p
e

r 
p

e
rs

o
n

 i
n

je
c
ti

n
g

Year reported to UNAIDS

Figure 18  

Regional trends of median number of needles 
distributed per person who injects drugs per year, 
2011Ð2014
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Figure 19  

Regional trends of median condom use among 
people who inject drugs, by region, 2011Ð2014

2011 2014

Source: GARPR 2015.
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REACHING THE FIRST 90 ON AWARENESS 

OF HIV STATUS 

In 2014 an estimated 19.8 million people living with HIV, or 54% 
[49–58%] knew their HIV status.

Barriers to HIV testing are often much greater for children 
exposed to HIV during pregnancy, delivery or breastfeeding, as 
diagnosis of HIV infection in very young children requires more 
sophisticated tests that identify the presence of viral DNA or  
RNA. An estimated 55% [50–60%] of adults living with HIV  
know their HIV status, but only 32% of children living with  
HIV have been diagnosed.

Knowledge of HIV status among people living with HIV has 
increased over time. Comparing results from surveys in 
2003–2008 with subsequent surveys in 2009–2014, it is estimated 
that the proportion of people living with HIV in sub-Saharan 
Africa was, on average, 26 percentage points higher in the later 
surveys (Figure 23).3
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Figure 20  

Regional trends of median HIV testing and status 
awareness among people who inject drugs,  
last 12 months, 2011Ð2014

2011 2014

Source: GARPR 2015.
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Figure 21  

Regional trends of median condom use among gay 
men and other men who have sex with men at last 
anal intercourse, by region, 2011Ð2014
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Figure 22  

Regional trends of median HIV testing and status 
awareness by gay and other men who have sex with 
men, last 12 months, 2011Ð2014

2011 2014

60

50

40

30

20

10

0

Source: GARPR 2015.

Asia and Pacific (N=25)

Latin America (N=19)

Middle East and North Africa (N=9)

Sub-Saharan Africa (N=34)

Western and central Europe and 

North America (N=32)
Eastern Europe and central Asia (N=11)

Caribbean (N=11)

3 These estimates derive from 17 countries where nationally representative household 
surveys were conducted, including at least one in 2003–2008 and another in 
2009–2014. Countries included in this analysis are Burkina Faso, Cameroon, 
Democratic Republic of the Congo, Ethiopia, Guinea, Liberia, Mali, Niger, Kenya, 
Lesotho, Malawi, Rwanda, Sierra Leone, South Africa, United Republic of Tanzania, 
Zambia and Zimbabwe. Data represent a weighted percentage of the population of 
people living with HIV.
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Source: UNAIDS 2014 estimates.

Figure 25 

Number of people receiving antiretroviral therapy, 
2014
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In 2013 only 42% of newborns exposed to HIV received early 
infant diagnostic services in their first two months of life. The 
failure to reach newborns exposed to HIV with early infant 
diagnosis substantially contributes to continuing high AIDS-
related mortality among children: half of all children living 
with HIV die before their second birthday in the absence of 
HIV treatment, with peak mortality occurring at age six to eight 
weeks. Among the 21 priority countries of the Global Plan, only 
15 reported data for 2014 on coverage of early infant diagnosis, an 
indication that the needs of children exposed to HIV have yet to 
be prioritized appropriately. Among the 15 countries reporting 
data on early infant diagnosis, five reported declines in the number 
of children tested within the first two months of life.

With nearly half of all people living with HIV still unaware of 
their HIV status in 2015, HIV testing represents a key bottleneck 
towards achievement of the 90–90–90 targets: 90% of people 
living with HIV knowing their HIV status, 90% of people who 
know their HIV status accessing treatment, and 90% of people 
on treatment having suppressed viral loads so they remain 
healthy. While a clear trend towards increased knowledge of HIV 
status is apparent among people living with HIV, substantially 
faster progress is needed to reach key settings and populations 
with effective HIV testing services. Closing the HIV testing gap 
demands greater investments in testing efforts, scale-up of self-
testing and other non-facility-based testing methods, enhanced 
community engagement, and timely emergence of new diagnostic 
tools, such as point-of-care early infant diagnostic tests that 
obviate the need to rely on centralized laboratories.

FURTHER EXPANSION OF HIV  

TREATMENT ACCESS

In March 2015 the world passed the threshold of reaching 
15 million people receiving antiretroviral therapy, achieving 
the “15 by 15” target set out in the 2011 United Nations Political 
Declaration on HIV and AIDS (Figure 24). This is the second HIV 
treatment target that has been reached by the agreed deadline, 
buttressing global optimism of meeting the 90–90–90 targets.

A comparison of the global distribution of antiretroviral therapy 
between 2000 and 2014 illustrates how profoundly the push 
towards universal treatment access has transformed the AIDS 
response. In 2000, 2% [2–3%] of all people living with HIV were 
receiving antiretroviral therapy, but 40% [37–45%] were receiving 
HIV treatment by 2014 (Figure 25).

The proportion of children living with HIV who receive 
antiretroviral therapy more than doubled from 14% [13–15%] 
in 2010 to 32% [30–34%] in 2014. However, treatment coverage 
for children in 2014 remained notably lower than for adults (41% 
[38–46%]) (Figure 26).

Figure 24  

Number of people receiving antiretroviral therapy, 
2000Ð2015
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Source: UNAIDS 2014 estimates. Numbers receiving antiretroviral therapy 
through March 2015 provided by selected countries in sub-Saharan Africa.
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Figure 23  

Awareness of HIV status among people aged 15Ð49 
living with HIV in sub-Saharan Africa

Sub-Saharan Africa

P
e

rc
e

n
ta

g
e

 

100

80

60

40

20

0

2003Ð2008 2009Ð2014

Source: Analysis based on DHS and the South African National HIV Prevalence 
Surveys.



107

HIV treatment coverage in 2014 and the pace of treatment 
scale-up over time differ among regions (Figure 27). The 
sharpest gains over time in HIV treatment access have occurred 
in sub-Saharan Africa and the Caribbean, the regions with the 
highest HIV prevalence. 

Only modest progress has been seen in HIV treatment coverage 
among children in sub-Saharan Africa, the region with the highest 
number of children living with HIV (Figure 28).

IMPROVING OUTCOMES ACROSS  

THE TREATMENT CASCADE

The ultimate goal of HIV treatment is to achieve durable viral 
suppression, which significantly reduces the odds of HIV-related 
illness and death and dramatically lowers the risk of HIV 
transmission. HIV treatment targets to date have focused 
largely on the number of people who initiate HIV treatment, 
but recognition has grown in recent years that the ultimate test 
for the effectiveness of HIV treatment efforts is the number 
and proportion of people living with HIV who achieve viral 
suppression. This more comprehensive approach is reflected 
in the 90–90–90 targets, which establish milestones across the 
HIV treatment continuum, with the final goal of maximizing the 
number of individuals with suppressed viral load.

Available data indicate that people living with HIV who engage 
in HIV care are quite likely to initiate antiretroviral therapy and 
achieve viral suppression. In sub-Saharan Africa, for example, 
an estimated 51% of adults living with HIV know their HIV 
status, approximately 43% of adults living with HIV are receiving 
antiretroviral therapy and an estimated 32% of adults living with 
HIV are virally suppressed (Figure 29). The major gap is in the 
knowledge of one's status.

People living with HIV often experience considerable hurdles 
that reduce the likelihood of them achieving viral suppression. In 
addition to delays in learning their HIV status, many people who 
test positive for HIV are not linked to treatment and care services, 
and many who initiate antiretroviral therapy do not remain 
engaged in care.

DECLINES IN TUBERCULOSIS-RELATED 

DEATHS AMONG PEOPLE LIVING WITH HIV

People living with HIV are 29 times more likely to develop 
tuberculosis (TB) than people who are not living with HIV (4). TB 
remains a leading cause of death among people living with HIV, 
accounting for one in five AIDS-related deaths globally (5).

TB-related deaths among people living with HIV have declined 
steadily since 2004. As of 2013, TB-related deaths among people 
living with HIV worldwide have fallen by 33% since 2004 (see 
Figure 30). Among 41 countries with the highest burden of HIV/
TB, 17 are estimated to have met by 2013 the target for reducing 
mortality by 50%. An important factor in the decline in TB-related 
deaths among people living with HIV is the rapid increase in 

Figure 28 

Antiretroviral therapy coverage in children,  
by region, 2000Ð2014
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Antiretroviral therapy coverage in adults, by region, 
2000Ð2014
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Antiretroviral therapy coverage in adults and 
children, 2000Ð2014
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antiretroviral treatment, which reduces the risk that a person 
living with HIV will develop TB by 65% (6). The most recent 
updated antiretroviral treatment guidelines from the World Health 
Organization (WHO) recommend initiation of HIV treatment for 
all people living with HIV who are diagnosed with TB, regardless 
of CD4 count.

HIV treatment coverage for people living with HIV/TB has 
increased. In terms of numbers of patients, the largest increases 
in antiretroviral therapy among people living with HIV/TB have 
occurred in India, South Africa, United Republic of Tanzania and 
Zambia (Figure 31).

Antiretroviral therapy coverage among people living with HIV/TB 
remains too low, especially in light of the WHO recommendation 
for immediate initiation of HIV treatment for all people living with 
HIV who are diagnosed with TB. HIV treatment coverage among 
the estimated number of people living with HIV with incident TB 
varies, with especially low coverage in Nigeria (Figure 32).

TB remains the leading cause of mortality among people living 
with HIV, accounting for roughly one in five AIDS-related deaths. 
WHO estimates that sub-Saharan Africa accounted for 83% of 
TB-related deaths among people living with HIV in 2013.

ORPHANS

Globally, 13.3 million [11.1 million–18.0 million] children were 
orphans due to AIDS in 2014. The number of children who have 
lost one or both parents due to AIDS has decreased continuously 
since 2009, with a 7% decline between 2009 and 2014 (Figure 33).

RESOURCES AVAILABLE FOR THE  

AIDS RESPONSE

The world appears to be within reach of achieving the investment 
target in the 2011 Political Declaration, which called on the global 
community to mobilize between US$ 22 billion and US$ 24 billion 
for the AIDS response by 2015. Based on available data, it is 
projected that total amounts available for HIV programmes in 
low- and middle-income countries will reach US$ 21.7 billion 
in 2015 (Figure 34). The total amount of resources invested for 
the AIDS response between 2000 and 2014 is estimated to be 
US$ 187.5 billion.

Domestic investments by low- and middle-income countries 
have largely driven the rise in HIV-related resources in recent 
years, and this trend is likely to continue. International spending 
on HIV is expected to recover in 2015 from a temporary decline 
in international HIV assistance in 2014, which stemmed 
primarily from the transition by the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (Global Fund) to a new funding model.

The impact of these investments is notable. Between 2000 and 2014 
over 7.8 million lives have been saved with antiretroviral therapy 
(Figure 35) and over 1.4 million infections have been averted due 
to the provision of antiretrovirals for prevention of mother-to-
child transmission (Figure 36).

Sources and methods:

1. UNAIDS 2014 estimates.

2. DHS, 2008Ð2014 (www.measuredhs.com), the South African National HIV Prevalence, Incidence 
and Behaviour Survey 2012, the Swaziland HIV Incidence Measurement Survey (SHIMS) 2012, and 
the National HIV&AIDS and Reproductive Health Survey (Nigeria) 2012 (N=30 countries).

51% is the mid-point between the low and high bounds. The low bound (45%) is derived from the 
percentage of people living with HIV (PLHIV) receiving antiretroviral therapy or the percentage 
of people living with HIV who report receiving the results of an HIV test in the previous twelve 
months. The  high bound (57%) is calculated as the percentage of PLHIV who report ever being 
tested for HIV. People living with HIV who report never having been tested for HIV do not know 
their HIV status and make up the remaining 43%.  

3. UNAIDS 2014 estimates.

4. GARPR 2015, representing the weighted average of 27 countries. 

5. Barth RE, van der Loeff MR, et al. Virological follow-up of adult patients in antiretroviral 
treatment programmes in sub-Saharan Africa: a systematic review. Lancet. 2010;10(3):155Ð166 
and Kenya AIDS indicator survey 2012: preliminary report. Nairobi, Kenya: National AIDS and STI 
Control Programme; 2013. Weight was divided 50% to the work by Barth et al. and 50% weight to 
the Kenya AIDS indicator survey. Proportional bounds from Barth et al. were applied.

Figure 29 
HIV treatment cascade for people aged 15 years and 
over in sub-Saharan Africa, 2014
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Figure 30  
Estimated number of tuberculosis-related deaths 
among people living with HIV, globally and in  
sub-Saharan Africa, 2004Ð2013
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ENABLING AN EFFECTIVE RESPONSE BY 

ELIMINATING STIGMA AND DISCRIMINATION

There are signs that stigma and discrimination may be declining 
as the HIV epidemic matures and more people living with HIV 
live healthy lives thanks to antiretroviral therapy. A majority of 
countries with available data show a decline in discriminatory 
attitudes. In particular, there is an association between an 
increase in coverage of antiretroviral therapy and a reduction in 
discriminatory attitudes. Stigma and discrimination still persist, 
however, as key barriers to an effective response. In about 40% of 
countries where adults aged 15–49 years were surveyed, more than 
50% of adults reported discriminatory attitudes towards people 
living with HIV (Figure 37).

Among 74 countries reporting pertinent data to UNAIDS in 2014, 
64% reported having laws in place prohibiting discrimination 
against people living with HIV. About half of reporting countries 
say they have mechanisms to record, document and address cases 
of discrimination experienced by people living with HIV as well 
as by key and other vulnerable populations; the proportion of 
countries reporting such mechanisms has remained relatively 
stable since 2010.

From 2008 to April 2015 the number of countries that restrict 
the entry, stay or residence of people living with HIV fell from 
59 to 37. The clear trend in repealing such laws demonstrates 
the feasibility of achieving sustained improvements in legal 
environment for the AIDS response.

There are some signs of improvement in the legal and policy 
environment for many vulnerable populations, despite an overall 
poor environment. From 2010 to 2014 the number of countries 

Source: GARPR 2014.
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Figure 31 
Number of people living with both HIV and 
tuberculosis (TB) on antiretroviral therapy in the 10 
countries with the highest TB burden among people 
living with HIV, 2004Ð2013
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Figure 32 
Antiretroviral therapy coverage among people 
living with HIV and incident tuberculosis in the 
10 countries with the highest incident TB burden 
among people living with HIV, 2013
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Figure 33 
Global trends in children orphaned due to AIDS, 
2000Ð2014

Source: UNAIDS 2014 estimates.
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Source: National commitments and policy instrument, 2010Ð2014.

Table 1 
Countries reporting the existence of anti-
discrimination measures regarding different 
population groups, 2010Ð2014

Number of countries

2010 2014

Sex workers 21 25

Migrants 38 48

People in prison 40 50

Women 60 88

Young people 55 82

Source: National commitments and policy instruments, 2014.

Table 2 
Countries lacking legal protection for key 
populations, 2014

Number of countries

Protective laws  
in place

No protective laws  
in place

Sex workers 20 76

Men who have sex with men 25 71

People who inject drugs 16 80

Transgender people 16 86

Figure 34 
Global resource availability for HIV, by source, 
2000Ð2015

25.0

20.0

15.0

10.0

5.0

0.0

2000 2015

U
S

$
 b

il
li
o

n
s

Domestic International Projected 2015

Source: GARPR 2015.

Figure 35 
AIDS-related deaths with and without antiretroviral 
therapy, global, 2000Ð2014

Figure 36 
New infections among children due to access  
to antiretroviral therapy, 2000Ð2014

Source: UNAIDS 2014 estimates.

Source: UNAIDS 2014 estimates.
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where nongovernmental partners reported the existence of anti-
discrimination measures regarding sex workers, migrants, women, 
people in prison and young people has increased (Table 1). In 
2014, 30% of countries reporting to UNAIDS said they  
had laws, regulations or policies that present obstacles to effective 
HIV prevention, treatment, care and support for sex workers,  
men who have sex with men, people who inject drugs and 
transgender people.

Despite these favourable trends, however, many key populations 
live without legal protection in most countries. Countries lacking 
legal protections for sex workers, men who have sex with men, 
people who inject drugs and transgender people vastly outnumber 
countries in which legal protections are in place (Table 2).
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ENABLING AN EFFECTIVE RESPONSE  

BY ELIMINATING GENDER INEQUALITIES

The world remains far short of achieving its goal of eliminating 
gender inequalities and gender-based violence and abuse. Trends 
in the prevalence of intimate partner violence are mixed, with 
some countries reporting increases in recent years (Figure 38).  
In nine of 16 countries with high HIV prevalence and available 
data, more than one in three adolescent girls reported having 
experienced intimate partner violence in the past 12 months.

In 2014, 84% of countries reporting data to UNAIDS indicated 
that women and girls are included in their national multisectoral 
AIDS strategy. Of the countries that include women and girls 
in their national strategies, however, only 58% report having a 
specific HIV budget for women and girls.

SUB-SAHARAN AFRICA

Although sub-Saharan Africa remains the region most heavily 
affected by HIV, it is also home to the most inspiring successes in 
the AIDS response. Building on these gains in order to take the 
response to a higher level in the region will be central to global 
hopes for ending the AIDS epidemic as a public health threat.

In 2014, 25.8 million [24.0 million–28.7 million] people in 
sub-Saharan Africa were living with HIV, accounting for almost 
70% of people living with HIV worldwide. As more people 
living with HIV are accessing antiretroviral therapy and living 
longer, healthier lives, the number of people living with HIV has 
increased. Across the region, 13.8 million [12.8–16.0 million] 
women, 9.7 million [9.0 million–11.3 million] men and 2.3 million 
[2.2 million–2.5 million] children are living with HIV.

PROGRESS TOWARDS HALTING  

AND BEGINNING TO REVERSE  

THE AIDS EPIDEMIC

An estimated 1.4 million [1.2 million–1.5 million] people were 
newly infected with HIV in sub-Saharan Africa in 2014. The 
annual number of new infections in 2014 was 41% lower than in 
2000 (Figure 39).

The pace at which new infections in the region are declining 
has accelerated in recent years. New infections fell by 13% in 
2000–2004, by 12% in 2005–2009 and by 19% in 2010–2014. 

Adolescent girls and young women continue to experience 
elevated HIV risk and vulnerability. Of the 2.8 million 
[2.6 million–3.3 million] young people aged 15–24 years living 
with HIV in sub-Saharan Africa in 2014, 63% were female.

In 2014 Nigeria, South Africa and Uganda together accounted  
for nearly half of all new HIV infections in the region  
(Figure 40).

PREVENTING HIV AMONG YOUNG PEOPLE

Improvements in young people’s HIV-related knowledge remain 
modest globally, but much more marked progress has been made 
in sub-Saharan Africa. Improvements in HIV-related knowledge 
are apparent for both young men and young women in sub-
Saharan Africa, although young women are less likely than young 
men to have accurate and comprehensive knowledge about HIV 
transmission (Figure 41).

Although more young people in the region are knowledgeable 
about HIV now than in 2000, a majority of young people still lack 
sufficient knowledge about HIV transmission. Particular efforts 
are needed to educate young people about HIV in western and 
central Africa, where levels of HIV-related knowledge are much 
lower than in eastern and southern Africa.

Figure 37 
Discriminatory attitudes towards people living with 
HIV: percentage of people aged 15Ð49 years who 
would not buy fresh vegetables from a shopkeeper 
or vendor if they knew the person had HIV, selected 
countries, 2003Ð2014
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Comparing survey results from 2000 and 2014, there has been a 
clear decline in the proportion of young people aged 15–24 years 
in eastern and southern Africa who report having had sex before 
the age of 15 years (Figure 42). A similar decline is apparent for 
young men in western and central Africa.

PROMOTING SEXUAL RISK REDUCTION  

AMONG ADULTS

Although globally there have been only modest changes between 
2000 and 2014 in the proportion of adults aged 15–49 years who 
report multiple sexual partners in the past 12 months, notable 
increases in multiple sexual partnerships in western and central 
Africa are a cause for concern (Figure 43).

Men are more likely than women to report having multiple sexual 
partners in the past year. The prevalence of multiple sexual part-
nerships is lower among men in eastern and southern Africa than 
in western and central Africa.

Globally, condom use at last sex increased marginally among 
people reporting more than one sexual partner in the past 
12 months. However, condom use in sub-Saharan Africa increased 
(Figure 44). Among women in western and central Africa, for 
example, reported condom use increased sharply between 2000 
and 2014. Overall, however, condom use remains too infrequent 
in sub-Saharan Africa, especially in western and central Africa, 
where the prevalence of condom use is lower than in eastern 
and southern Africa. In contrast to global patterns, women in 
sub-Saharan Africa are more likely than men to report having 
used a condom the last time they had sex.

SCALING UP VOLUNTARY MEDICAL  

MALE CIRCUMCISION

Several countries where circumcision scale-up had previously 
lagged have made considerable progress in bringing circumcision 
services to scale, as the regional pace of scale-up of voluntary 
medical circumcision has accelerated (see Figure 14). In particular, 
Mozambique, Uganda and United Republic of Tanzania have 
made especially pronounced progress in bringing voluntary male 
circumcision programmes to scale in recent years.

Scale-up remains far too slow in some countries, however, such  
as Namibia, where only incremental gains have been made.  
Urgent efforts are also needed to launch voluntary medical male 
circumcision programmes in the Central African Republic and 
South Sudan.

PREVENTING NEW HIV INFECTIONS  

AMONG CHILDREN

In 2014 sub-Saharan Africa accounted for 1.29 million, or more 
than 90% of the total number globally, of women living with 
HIV who gave birth. The region reached 75% [70–81%] of all 
pregnant women living with HIV with antiretroviral medicines for 

Figure 38 
Recent intimate partner violence, selected 
countries, 2000Ð2014 
Percentage of ever-married women aged 15Ð49 who 

have experienced physical and/or sexual violence by 

an intimate partner in the last 12 months

Source: DHS, selected countries, 2000Ð2013.

Figure 39 
Number of new HIV infections in sub-Saharan Africa, 
2000Ð2014

Source: UNAIDS 2014 estimates.
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prevention of mother-to-child HIV transmission, exceeding the 
global coverage of 73% [68–79%].

In 2014, 190 000 [170 000–230 000] children were newly infected 
with HIV in sub-Saharan Africa, reflecting a decline of 47% since 
2009. Since 2009, scaled-up antiretroviral medicines have averted 
1.2 million new infections in the region.

The 21 high-priority countries in the Global Plan are in sub-
Saharan Africa, together accounting for 85% of the global HIV 
burden among pregnant women worldwide. The number of 
women living with HIV who give birth in these 21 countries each 
year has remained relatively stable, indicating that progress has 
been limited on the first two prongs of the Global Plan: primary 
HIV prevention for women, and reducing the unmet need of 
women living with HIV for family planning services.

Substantial success has been achieved in the Global Plan countries 
in ensuring access to antiretroviral medicines among pregnant 
women living with HIV. In 2014, 77% [71–82%] of pregnant 
women living with HIV in the 21 high-priority countries received 
antiretroviral medicines. As a result of scaled-up access to an-
tiretroviral medicines, the rate at which HIV is transmitted from 
mother-to-child among these countries has been cut in half— 
from 28% in 2009 to 14% in 2014. Across the 21 high-priority 
countries, the number of children acquiring HIV fell by 48%  
from 2009 to 2014, when 170 000 [150 000–200 000] children were 
newly infected.

Even as substantial advances have been made, the 21 high-priority 
countries require significant efforts to reach the Global Plan 
target to reduce the number of newly infected children by 90% by 
2015. A number of countries (including Ethiopia, Mozambique, 
Namibia, South Africa, Swaziland, Uganda and United Republic of 
Tanzania) have experienced declines in new infections that exceed 
60%, however. Gains have been achieved in other countries too: 
Rwanda, for example, has reached over 90% of pregnant women 
living with HIV with services (Table 3). In addition an estimated 
85 countries have fewer than 50 new child HIV infections each 
year, making it well within reach of eliminating mother to child 
transmission. 

PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

Based on national reports in 2014, reported HIV prevalence in key 
populations in sub-Saharan Africa ranged from 4% in Mauritania 
to 72% in Lesotho among sex workers (Figure 45), from 4% in 
Burkina Faso to 44% in Mauritania among men who have sex 
with men (Figure 46), and from 5% in Côte d'Ivoire to 16% in 
the United Republic of Tanzania among people who inject drugs 
(Figure 47).

There are signs that prevention efforts are reaching some members 
of key populations: 77% of sex workers, 54% of men who have sex 
with men and 42% of people who inject drugs report having used 
a condom during their most recent episode of sex (with a client 

Figure 41 
Percentage of young people aged 15Ð24 years who 
have correct information about HIV prevention
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Figure 42 
Percentage of young people aged 15Ð24 years  
who have had sexual intercourse before the age  
of 15 years

Source: Nationally representative household surveys, 1999Ð2014.
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Figure 40 
New HIV infections in sub-Saharan Africa, 2014

Source: UNAIDS 2014 estimates.
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in the case of sex workers). Nine countries in the region reported 
on using clean equipment at last injection at least once in the last 
four rounds of reporting, with a median coverage of 81% in 2013 
(the year with the biggest number of countries reporting), ranging 
from 41% in Sierra Leone in 2014 to 84% in the United Republic 
of Tanzania in 2013. In the six countries reporting on needle and 
syringe distribution, only the United Republic of Tanzania and 
Mauritius distributed over 100 needles per person who injects 
drugs per year, although in previous years Madagascar distributed 
over 600 per person who injects drugs per year.

Important differences emerge among these key populations with 
respect to HIV testing use. While a median of 60% of sex workers 
reported accessing HIV testing services in the past 12 months and 
learning their results, only 46% of men who have sex with men 
and 24% of people who inject drugs did so.

TOWARDS UNIVERSAL ACCESS  

TO HIV TREATMENT

The continued expansion of antiretroviral therapy4 in sub-Saharan 
Africa (Table 4) is yielding profound health benefits. The number 
of AIDS-related deaths in the region in 2014 (790 000 [690 000– 
1 000 000]) is 48% lower than in 2005, when AIDS-related mor-
tality in the region peaked (Figure 48). There is also encouraging 
evidence that the decline in AIDS-related deaths is accelerating, 
with the 31% drop in 2010–2014 significantly larger than the 21% 
decline in mortality in 2005–2009. As access to HIV treatment has 
expanded, sharp increases in life expectancy have been reported in 
countries such as South Africa and Uganda.

Sub-Saharan Africa remains the centre of the linked epidemics 
of TB and HIV, accounting for 83% of all TB-related deaths 
among people living with HIV in 2013. Between 2004 and 2013 
TB-related deaths among people living with HIV in sub-Saharan 
Africa fell by 32% (Figure 49). Although this decline is consider-
able, it is unclear whether the region will meet the global target of 
reducing TB-related deaths among people living with HIV by 50% 
by 2015 (compared with 2004).

INCREASING KNOWLEDGE OF HIV STATUS

An estimated 51% [45–57%] of people aged 15–49 years living 
with HIV in sub-Saharan Africa know their HIV status. Based on 
national household surveys, the number of people living with HIV 
in the region who know their HIV status nearly doubled between 
2003–2008 and 2009–2014 (Figure 50), evidence that testing 
efforts are having an important effect on increasing knowledge  
of HIV status.

Knowledge of HIV status among people living with HIV aged 
15–49 years remains lower in western and central Africa than 
in eastern and southern Africa. Also the increase between 2003 
and 2008 and 2009 and 2014 in the proportion of people living 

Figure 43 

Percentage of people aged 15Ð49 years who have 
had sexual intercourse with more than one partner 
in the past 12 months
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Figure 44 

Percentage of people aged 15Ð49 years who had more 
than one sexual partner in the past 12 months who 
used a condom during their last sexual intercourse

Source: Nationally representative household survey, 2000Ð2014.
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4 Antiretroviral therapy coverage in this report is calculated of the estimated number 
of people living with HIV and does not reflect national guidelines.
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with HIV who know their HIV status has been slightly sharper 
in eastern and southern (26 percentage points) than in western 
and central Africa (24 percentage points). Ethiopia and Rwanda 
exhibit the most pronounced increase in knowledge of HIV status 
among people living with HIV among the countries included in 
the analysis5, rising by 50 and 40 percentage points, between 2005 
and 2011, and 2005 and 2010, respectively.

SCALING UP ANTIRETROVIRAL THERAPY

In 2014, 41% [38–46%] of all people living with HIV in the region 
were receiving antiretroviral therapy. This represents a remarkable 
change since 2000, when treatment coverage in sub-Saharan 
Africa was virtually nil. Women had higher coverage in the region 
with 47% [43–55%] coverage while only 30% [28–32%] of children 
were reached with life-saving treatment.

For people living with both HIV and TB, antiretroviral therapy 
represents an essential tool to reduce the risk of developing active 
TB and to reduce the risk of dying from TB. Of the 10 countries 
in the region with the largest number of people living with both 
HIV and TB, Kenya and the United Republic of Tanzania are 
notable for providing HIV treatment to at least half of all people 
living with HIV/TB in 2013. In the same year, South Africa and 
Zambia were both approaching the 50% coverage threshold, 
reaching about 45% of all people living with HIV/TB. Across the 
region, South Africa has seen the greatest increase in antiretroviral 
therapy among all people living with HIV/TB from 2004 to 2013.

Table 3 
Percentage decline in new child infections in the 21 
Global Plan countries, 2009Ð2014 

Decline in new child infections (%)

<30% 30Ð59% 60% +

Angola Botswana Ethiopia

Cameroon Burundi Mozambique

Chad Ghana Namibia

C�te d'Ivoire Lesotho South Africa

Democratic Republic  
of the Congo

Malawi Swaziland

Kenya Zambia Uganda

Nigeria Zimbabwe United Republic  
of Tanzania

Source: UNAIDS 2014 estimates. 

Source: GARPR 2015. Countries with no bars reflect HIV prevalence  
measured at 0% at least once. 
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Figure 45  
HIV prevalence among sex workers in sub-Saharan 
Africa, 2011Ð2014

 

5 These estimates derive from 17 countries where nationally representative household 
surveys were conducted, including at least one in 2003–2008 and another in 
2009–2014. Countries included in this analysis are Burkina Faso, Cameroon, 
Democratic Republic of the Congo, Ethiopia, Guinea, Liberia, Mali, Niger, Kenya, 
Lesotho, Malawi, Rwanda, Sierra Leone, South Africa, United Republic of Tanzania, 
Zambia and Zimbabwe. Data represent a weighted percentage of the population of 
people living with HIV.
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Source: GARPR 2015. Countries with no bars reflect HIV prevalence  
measured at 0% at least once.  
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Figure 46  
HIV prevalence among gay men and other men who 
have sex with men in sub-Saharan Africa, 2011Ð2014
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Once people are started on antiretroviral therapy, it is critical they 
remain in care. Retention rates at 12 months among adults who 
have started on antiretroviral therapy above 90% were reported for 
Burundi, Cabo Verde, Ghana and Rwanda. 

ENSURING AN ENABLING ENVIRONMENT 

FOR A STRONG AIDS RESPONSE

Although surveys indicate a decline in HIV-related stigma over 
time, especially as HIV treatment is brought to scale, stigmatizing 
and discriminatory attitudes towards people living with HIV 
persist (Figure 51). In at least eight countries in sub-Saharan 
Africa, more than half of all people surveyed said they would not 
purchase fresh vegetables from a vendor who was living with HIV.

One of the immediate tangible benefits of scaled-up HIV 
antiretroviral therapy has been a reduction in the number of 
children orphaned as a result of HIV and an overall improvement 
in children’s health and social outcomes. In 10 of 13 countries 
in eastern and southern Africa with comparable survey data, 
school attendance for orphaned children increased between 
1998 and 2003, and 2008 and 2014 (Figure 52). The same trend 
was also seen in 13 of 20 countries in western and central Africa 
(Figure 53).

Intimate partner violence, which is linked closely with women’s 
HIV risk and vulnerability, remains far too common (Figure 54). 
Especially concerning is the large proportion of ever-married 
young women aged 15–19 years who report having experienced 
intimate partner violence—more than 50% in Gabon, for example.

Western African faced a particular challenge in 2014 with the 
Ebola outbreak. Important lessons were learned on the response to 
disease outbreaks during this period, in terms of ensuring services 
are provided to people living with HIV. Sierra Leone, for example, 
took steps to mitigate the impact of the outbreak. Contact tracers 
were used to find defaulters, especially children and pregnant 
women. The number of adults and children receiving antiretroviral 
therapy stayed fairly constant over the most acute period of the 
Ebola outbreak, except for a dip in May 2014.



117

Figure 48 
Number of AIDS-related deaths in sub-Saharan 
Africa, 2000Ð2014

Source: UNAIDS 2014 estimates.
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Figure 49 
Estimated number of tuberculosis-related deaths 
among people living with HIV in sub-Saharan Africa, 
2004Ð2013

Source: WHO 2013 TB estimates.
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Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 
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HIV prevalence among people who inject drugs in 
sub-Saharan Africa, 2011Ð2014

 

Figure 50 
Awareness of HIV status among people living with 
HIV aged 15Ð49 years in sub-Saharan Africa
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Figure 52 
School attendance of orphaned children in eastern 
and southern Africa, 1997Ð2005 and 2006Ð2013
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Figure 53 
School attendance of orphaned children in western 
and central Africa, 1997Ð2005 and 2006Ð2013
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Figure 51 
Discriminatory attitudes towards people living with HIV: percentage of people aged 15Ð49 years who 
would not buy fresh vegetables from a shopkeeper or vendor if they knew the person was living with HIV

Source: Most recent nationally representative household surveys, 2008Ð2014.
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Table 4 
Antiretroviral therapy coverage among adults living 
with HIV aged 15 years and over in sub-Saharan 
Africa, 2014

Antiretroviral therapy coverage (%)

<25% 25Ð49% 50+ %

Cameroon Angola Botswana

Central African 
Republic

Benin Eritrea

Congo Burkina Faso Ethiopia

Gambia Burundi Kenya

Guinea-Bissau Cabo Verde Malawi

Liberia Chad Rwanda

Madagascar C�te d'Ivoire Swaziland

Nigeria Equatorial Guinea Uganda

Sierra Leone Gabon Zambia

South Sudan Ghana Zimbabwe

Democratic Republic 
of the Congo

Guinea

Mauritania Lesotho

Mali

Mauritius

Mozambique

Namibia

Niger

Sao Tome and Principe

Senegal

South Africa

Togo

United Republic of 
Tanzania

Source: UNAIDS 2014 estimates. 

Source: most recent nationally representative household survey, 2007-2014.

Figure 54 
Prevalence of recent intimate partner violence 
among ever-married women, by age
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CARIBBEAN

An estimated 280 000 people were living with HIV in the Caribbean 
in 2014, including equal numbers of women and men and 13 000 
[11 000–15 000] children. An estimated 29 000 [23 000–37 000] 
were young people aged 15–24 years (53% female).

Although the number of people living with HIV in the Caribbean 
is smaller than in other regions, the Caribbean has the second 
highest HIV prevalence of all regions. The number of people living 
with HIV in the Caribbean fell sharply in the first half of the past 
decade, as new infections declined and substantial AIDS-related 
mortality persisted. As access to HIV treatment has expanded, the 
number of people living with HIV has stabilized and begun to 
increase, consistent with trends seen globally.

PROGRESS TOWARDS HALTING  

AND BEGINNING TO REVERSE THE  

AIDS EPIDEMIC

It is estimated that 13 000 [9 600–17 000] people were newly 
infected with HIV in the Caribbean in 2014. This represents a 50% 
decline since 2000 (Figure 55). The decrease in new infections 
was most pronounced in the period 2000–2004, when they fell 
by almost 32%. In the periods 2005–2009 and 2010–2014, more 
modest declines in new infections of about 10% occurred.

In 2000–2004 men and women experienced comparable declines 
in new HIV infections. 

Fewer than 500 [<500–<1000] children were newly infected with 
HIV in 2014 in the Caribbean. Among low- and middle-income 
countries, the first country validated to have eliminated mother-
to-child HIV transmission was Cuba, while other countries show 
similar promise. The region’s enormous success in moving towards 
the elimination of mother-to-child transmission can be traced to 
the Caribbean’s sustained record in linking pregnant women living 
with HIV with antiretroviral medicines. In 2014, 89% [79–>95%] 
of the estimated 7000 [6 000–8 000] pregnant women living with 
HIV in the Caribbean received antiretroviral medicines to prevent 
mother-to-child transmission.

Cuba is one of the first countries to initiate a formal validation 
process of virtual elimination of mother-to-child transmission 
of HIV and congenital syphilis. This required a three-stage 
process, including a data collection and report writing process, a 
country visit from regional experts and finally a formal validation 
of the findings. The experts agreed that Cuba, by their rigorous 
definition, had eliminated mother-to-child transmission of HIV. 

Haiti accounted for roughly half of all new HIV infections in 2014 
in the Caribbean, with the Dominican Republic contributing the 
second largest number of new infections (Figure 56).

Figure 55 
Number of new HIV infections in the Caribbean, 
2000Ð2014

Source: UNAIDS 2014 estimates.
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Figure 56 
New HIV infections in the Caribbean, 2014
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Figure 57  
HIV prevalence among sex workers in the 
Caribbean, 2011Ð2014

Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 
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ENSURING AN ENABLING ENVIRONMENT 

FOR A STRONG AIDS RESPONSE

Stigmatizing and discriminatory attitudes towards people living with 
HIV remain common in many Caribbean countries. In Haiti and the 
Dominican Republic, the two countries that account for the majority 
of new HIV infections in the region, 40% or more of people surveyed 
said they would avoid buying fresh vegetables from a person known 
to be living with HIV (Figure 63).

A survey among female sex workers living with HIV in Santo 
Domingo in the Dominican Republic found that female sex 
workers living with HIV were lost at each step of the HIV care 
continuum. Stigma and discrimination related to sex work and 
HIV were important factors affecting treatment continuation and 
engagement in care. Treatment interruption was found to be over 
three times more likely among sex workers who experienced sex 
work-related discrimination (7).

Many women in the Caribbean region experience violence at 
the hands of their intimate partners. In Haiti, about one in three 
ever-married young women aged 15–19 years reported having 
experienced recent intimate partner violence (Figure 64).

Figure 58  
HIV prevalence among gay men and other men who 
have sex with men in the Caribbean, 2011Ð2014

Source: GARPR 2015.
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Figure 59 
Number of AIDS-related deaths in the Caribbean, 
2000Ð2014

Source: UNAIDS 2014 estimates.
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PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

Evidence indicates that the Caribbean has achieved important 
successes in delivering essential HIV prevention services to sex 
workers. Reported condom use among sex workers in the region 
during their last episode of commercial sex ranged from 72% to 
98%, and sex workers surveyed for HIV testing and receiving 
results in the past 12 months reported 7–85% uptake. In recent 
years HIV prevalence among sex workers in the Caribbean ranged 
from 1% in Antigua and Barbuda to 8% in Haiti (Figure 57).

By contrast, the prevalence of HIV in men who have sex with men 
in the region ranges from 2% in Antigua and Barbuda to 38% in 
Jamaica (Figure 58). Reported condom use at last sex is lower for 
men who have sex with men (40% to 81%) than for sex workers. 
The reported range for recent HIV testing and receipt of results in 
men who have sex with men was 16–99%.

Information is limited regarding HIV among people who inject 
drugs in the region.

TOWARDS UNIVERSAL ACCESS  

TO HIV TREATMENT

In 2014, 8800 [6000–17 000] people in the Caribbean died of 
AIDS-related causes. AIDS-related deaths in the region have fallen 
by 59% since 2005, with roughly equivalent rates of declines in 
2005–2009 and 2010–2014 (Figure 59).

The Caribbean is the only region in which the estimated decline 
in TB-related deaths among people living with HIV has exceeded 
50%. From 2004 to 2013, TB-related deaths among people living 
with HIV in the Caribbean fell by 66% (Figure 60).

In 2014, 44% [33–53%] of all people living with HIV in the 
Caribbean received antiretroviral therapy, similar to the global 
coverage. This represents a sharp increase in treatment access 
since the launch of the Millennium Development Goals, as in 
2000 treatment access was essentially non-existent in the region. 
HIV treatment coverage is notably lower for children than for 
adults, with only 36% [32–42%] of children living with HIV in 
the Caribbean in 2014 obtaining antiretroviral therapy and 44% 
[33–54%] among adults.

Results along the HIV treatment continuum in the Caribbean 
reflect a contrast with results from other regions, such as sub- 
Saharan Africa. For example, in Cuba (Figure 61) and Jamaica 
(Figure 62), the proportion of people living with HIV who know 
their HIV status (92% and 72% respectively) is higher than in 
other regions. In these two countries the cascades underscore the 
need to strengthen efforts to link people diagnosed with HIV to 
ongoing HIV care and treatment.
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Source: WHO 2013 TB estimates.

Figure 60  
Estimated number of tuberculosis-related deaths 
among people living with HIV in the Caribbean, 
2004Ð2013 
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Figure 61 
HIV continuum of care and treatment cascade for 
Cuba, 2012Ð2013
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Source: Based on Antiretroviral treatment in the spotlight: a public health
analysis in Latin America and the Caribbean. Key messages. Pan American Health 
Organization; 2014.

Source: Most recent nationally representative household surveys, 2009Ð2013.

Figure 63 
Discriminatory attitudes towards people  
living with HIV:  
percentage of people aged 15Ð49 years who would 

not buy fresh vegetables from a shopkeeper or 

vendor if they knew the person was living with HIV
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Figure 62 
HIV continuum of care and treatment cascade for 
Jamaica, 2012Ð2013
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Source: Based on Antiretroviral treatment in the spotlight: a public health
analysis in Latin America and the Caribbean. Key messages. Pan American Health 
Organization; 2014.

Source: Most recent nationally representative household surveys, 2009Ð2013.

Figure 64 
Prevalence of recent intimate partner violence 
among ever-married women, by age
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Figure 66 
New HIV infections in Asia and the Pacific, 2014
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Figure 65 
Number of new HIV infections in Asia and the Pacific, 
2000Ð2014

Source: UNAIDS 2014 estimates.
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ASIA AND THE PACIFIC

An estimated 5 million [4.5 million–5.6 million] people were living 
with HIV in Asia and the Pacific in 2014. Consistent with global 
trends, this represents an increase since 2005, when 4.6 million 
[4.3 million–5.0 million] people in the region were living with HIV. 
Although HIV prevalence in Asia and the Pacific is much lower 
than in sub-Saharan Africa, the region is home to the second 
largest population of people living with HIV.

The number of men aged 15 years and older living with HIV in Asia 
and the Pacific (3.1 million [2.8 million–3.5 million]) is substantially 
greater than the number of women living with HIV (1.7 million 
[1.5 million–2.0 million]). The region is home to an estimated 200 
000 [180 000–230 000] children living with HIV. Young people aged 
15–24 years account for roughly 620 000 [560 000–720 000] of the 
5 million people living with HIV in the region, with young males 
(53%) slightly outnumbering young females (47%).

PROGRESS TOWARDS HALTING AND BEGIN-

NING TO REVERSE THE AIDS EPIDEMIC

An estimated 340 000 [240 000–480 000] people in Asia and the 
Pacific were newly infected with HIV in 2014. This represents a 
31% decline in new HIV infections from 2000 to 2014 (Figure 65).

There are concerning signs, however, that HIV prevention efforts 
need to be strengthened across the region. The number of new 
HIV infections in Asia and the Pacific rose by 3% between 2010 
and 2014. China, India and Indonesia account for 78% of new HIV 
infections in the region in 2014 (Figure 66).

PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

Patterns of HIV transmission and use of prevention services 
among key populations vary widely by country in Asia and the 
Pacific. Measured HIV prevalence among men who have sex with 
men in 2014 ranges from less than 1% in several countries to 14% 
in Mongolian urban settings (Figure 67). Among sex workers 
in 2014, Malaysia and Myanmar report prevalence of 6%, while 
several countries found prevalence less than 2% (Figure 68). HIV 
prevalence among people who inject drugs was uniformly high, 
with eight of 19 countries reporting above 10% (Figure 69).

HIV testing rates remain suboptimal among sex workers in many 
countries in Asia and the Pacific. In 2014 recent HIV testing 
ranged from 5% in Vanuatu to 86% in Mongolia, with nine of 
14 countries below 50%.

Divergent patterns of service use among men who have sex with 
men are apparent across the region. With respect to condom use 
during the last episode of sex, reports ranged from 1% to over 
90%, with only four countries over the 80% threshold in 2014. The 
proportion of men who have sex with men who reported accessing 
HIV testing services over the past 12 months ranged from 2% to 
87%, with only four of 25 countries reporting over 50%.

Table 5 
Antiretroviral therapy coverage among adults living 
with HIV aged 15 years and older in Asia and the 
Pacific, 2014

Antiretroviral therapy coverage (%)

<25% 25Ð49% 50+ %

Afghanistan Fiji Cambodia

Bangladesh Lao People«s Democratic Republic Thailand

Indonesia Myanmar

Malaysia Papua New Guinea

Nepal Viet Nam

Pakistan

Philippines

Sri Lanka

Source: UNAIDS 2014 estimates.
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Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 

2014 2013 2012 2011

Figure 68  
HIV prevalence among sex workers in Asia  
and the Pacific, 2011Ð2014

Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 
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Figure 67  
HIV prevalence among gay men and other men who 
have sex with men in Asia and the Pacific, 2011Ð2014

Commendably, four of 12 countries distributed an average of more 
than 200 needles and syringes per person who injects drugs in 
2014, but six countries distributed fewer than 100. Six of 16 coun-
tries reported that more than 80% of people who inject drugs used 
clean equipment for their last injection; five countries reported 
coverage below 50%. Condom use with last sex partner was low 
among people who inject drugs, ranging from 13% to 66%, with 
only four of 19 countries reporting more than 50% condom use. 
Recent HIV testing and receipt of results was also low among 
people who inject drugs, with only three of 18 countries over 
50%— India (68%), Malaysia (54%) and Thailand (61%).

TOWARDS UNIVERSAL ACCESS TO  

HIV TREATMENT

An estimated 240 000 [180 000–390 000] people in Asia and the 
Pacific died of AIDS-related causes in 2014. This number reflects 
a 30% drop in the annual number of AIDS-related deaths in the 
region from 2005 to 2014 (Figure 70). The fall in AIDS-related 
mortality has been more pronounced in 2010–2014 (18%) 
compared with 2005–2009 (11%).

In 2014, 36% [32–41%] of people living with HIV in Asia and the 
Pacific obtained antiretroviral therapy. Continuing a pattern from 
previous years, HIV treatment coverage in the region remains 
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Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 
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Figure 69 
HIV prevalence among people who inject drugs  
in Asia and the Pacific, 2011Ð2014

Figure 70 
Number of AIDS-related deaths in Asia  
and the Pacific, 2000Ð2014

Source: UNAIDS 2014 estimates. 
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lower than the global average (Table 5). HIV treatment coverage 
was higher for women, 44% [40–51%], than for all adults 36% 
[32–41%] in Asia and the Pacific.

In the Asia and the Pacific region, some countries have estimated 
an HIV treatment cascade. Thailand, for example, is within reach 
of the first component of the 90–90–90 target, with an estimated 
80% of people living with HIV knowing their HIV status in 2014. 
Drop-offs in the cascade are apparent, however, with respect to 
timely initiation of antiretroviral therapy and viral suppression 
among people receiving HIV treatment (Figure 71). These patterns 
suggest a need to enhance retention in care. In 2014, 51% of Thai 
people living with HIV were retained on antiretroviral therapy at 
12 months and over.

Asia and the Pacific are within reach of achieving the global goal 
of reducing TB-related deaths among people living with HIV by 
50% by 2015. From 2004 to 2013, TB-related deaths among people 
living with HIV fell by 42% across the region (Figure 73).

Nevertheless, the burden of TB among people living with  
HIV remains considerable in the region. Asia and the Pacific in 
2013 accounted for 16% of all TB-related deaths among people 
living with HIV, the second largest regional number after  
sub-Saharan Africa.

Among the 10 countries in the region with the largest number of 
people living with HIV-associated TB, only China reached more 
than half of all people living with HIV-associated TB with an-
tiretroviral therapy in 2013. India, which accounts for more than 
60% of the region’s people living with HIV-associated TB, has also 
had the largest increase in HIV treatment coverage among people 
living with HIV-associated TB.

ENSURING AN ENABLING ENVIRONMENT 

FOR A STRONG AIDS RESPONSE

Stigma and discrimination remain important barriers to a more ef-
fective response in Asia and the Pacific. In five of eight countries in 
the region with available data, at least one in three people surveyed 
reported discriminatory attitudes towards people living with HIV, 
with such attitudes exceeding 60% in two countries (Figure 74). 

Intimate partner violence remains prevalent in the region, with 
more than one in three ever-married women aged 15–19 years  
in Bangladesh reporting having experienced recent violence 
(Figure 75).
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In Lao People’s Democratic Republic, 57% of people living with 
HIV knew their status, and only 27% of people living with HIV 
were on treatment. These data underline the need to scale up 
treatment (Figure 72). 

Figure 71 
HIV continuum of care and treatment cascade, 
Thailand, 2014

Source: Based on National Health Security Office (NHSO) and National AIDS 
Management Center, MOPH.

Source: Most recent nationally representative household survey, 2005Ð2013.

Figure 74 
Discriminatory attitudes towards people living with HIV:  
percentage of people aged 15Ð49 years who would not 
buy fresh vegetables from a shopkeeper or vendor if 
they knew the person was living with HIV
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Figure 72 
HIV continuum of care and treatment cascade for 
Lao People's Democratic Republic, 2014

Source: Based on Lao PDR country progress report. Global AIDS response 
progress country report, 2015.
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Figure 73 
Estimated number of tuberculosis-related deaths 
among people living with HIV in Asia and the 
Pacific, 2004Ð2013
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Figure 75 
Prevalence of recent intimate partner violence 
among ever-married women, by age
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Source: UNAIDS 2014 estimates.
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Figure 76 

New HIV infections in the Middle East and North 
Africa, 2000Ð2014
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Figure 77 
New HIV infections in the Middle East and North 

Africa, 2014
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Source: UNAIDS 2014 estimates.

MIDDLE EAST  
AND NORTH AFRICA

An estimated 240 000 [150 000–320 000] people were living with 
HIV in the Middle East and North Africa in 2014. Two-thirds  
(150 000 [110 000–190 000]) are men and 13 000 [10 000–16 000] 
are children.

PROGRESS TOWARDS HALTING  

AND BEGINNING TO REVERSE THE  

AIDS EPIDEMIC

The Middle East and North Africa is one of only two regions where 
new HIV infections are increasing, with the number rising by 26% 
from 2000 to 2015. An estimated 22 000 [13 0000– 
33 000] new infections occurred in 2014 (Figure 76).

The Islamic Republic of Iran, Somalia and Sudan together account 
for nearly three-quarters of all new infections in the region  
(Figure 77).

HIV prevention coverage for pregnant women living with HIV is 
extremely low at 13% [10–17%] in 2014. Estimating coverage for 
the prevention of mother-to-child HIV transmission is challenging 
in this region due to difficulties in estimating the number of 
pregnant women living with HIV.

PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

Epidemics in the region are driven primarily by HIV transmis-
sion among certain key populations. HIV prevalence is elevated 
in these groups against the background of otherwise low-level 
epidemics. North African countries have varied epidemics among 
sex workers, ranging from no infections found in Egypt to 10% 
in Algeria in 2014. Among the Indian Ocean countries, Djibouti 
(16%) has the highest prevalence of HIV among sex workers and 
Somalia has a prevalence over 5%, while a 2013 survey found no 
infections among sex workers in Yemen (Figure 78). Gay men 
and other men who have sex with men bear a high burden of 
disease, with prevalence over 5% measured in 2014 in Algeria, 
Lebanon and Tunisia (Figure 79). People who inject drugs carry 
moderate HIV prevalence in countries that conduct surveillance 
but relatively high rates were observed in Morocco and the Islamic 
Republic of Iran (Figure 80).

Algeria (96%) and Lebanon (84%) have high reported condom 
coverage at last sex among sex workers, while Egypt, Sudan, 
Somalia and Yemen all have reported coverage below 35%. Recent 
HIV testing uptake and knowledge of status were very low, with no 
country reporting over 30%.

Condom use among gay men and other men who have sex with 
men was also low; only Lebanon surpassed 50%, with a reported 
rate of condom use of 75%. Algeria and Lebanon reported high 
recent HIV testing coverage, but only in Egypt (56%) is reported 
testing coverage above 50%.

Table 6 
Antiretroviral therapy coverage among adults living 
with HIV aged 15 years and over in the Middle East 
and North Africa, 2014

Antiretroviral therapy coverage (%)

<25% 25Ð49% 50+ %

Somalia Lebanon Algeria

Iran (Islamic Republic of) Oman

Sudan

Syrian Arab Republic

Djibouti

Yemen

Egypt

Morocco

Tunisia
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Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 
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Figure 78 
HIV prevalence among sex workers in the Middle 
East and North Africa, 2011Ð2014

Figure 79 
HIV prevalence among gay men and other men who 
have sex with men in the Middle East and North 
Africa, 2011Ð2014

Source: GARPR 2015.
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Figure 80 
HIV prevalence among people who inject drugs in 
the Middle East and North Africa, 2011Ð2014
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Figure 81 
Number of AIDS-related deaths in the Middle East 
and North Africa, 2000Ð2014

 Source: UNAIDS 2014 estimates.
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Figure 82 
HIV continuum of care and treatment cascade for 
Sudan, 2013
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 Source: Based on HIV test, treat and retain cascade analysis in the Sudan, 2013. 

Four countries reported needle and syringe distribution, although 
none approached even 100 per person who injects drugs, well 
below the recommended 200. Strikingly, very high rates of using 
a clean needle at last injection were reported: Lebanon (99%) and 
Tunisia (89%) and Islamic Republic of Iran (82%) were above 
the recommended targets of 80%, and Morocco (74%) was close. 
Condom use to prevent sexual transmission from people who 
inject drugs to their sexual partners was reportedly very low 
among three reporting countries, ranging from 29% to 42%. HIV 
testing in the past 12 months ranged from less than 1% in Oman 
to 100% in Lebanon and Saudi Arabia.

Strides in prevention have been made, however. The Islamic 
Republic of Iran has a strong needle–syringe programme, with 
about 600 needle–syringe distribution programme sites. The 
country is also at the fore of providing opioid substitution therapy, 
with around 600 000 people receiving treatment.

TOWARDS UNIVERSAL ACCESS  

TO HIV TREATMENT

Departing from global trends, AIDS-related deaths increased 
by 63% in the region between 2000 and 2014. In 2014, 12 000 
[8000–22 000] people died in the Middle East and North Africa 
from AIDS-related causes (Figure 81).

An important reason why AIDS-related deaths continue to 
increase in the Middle East and North Africa is that the region 
has the lowest HIV treatment coverage among all regions. In 2014, 
only 14% [9–19%] of people living with HIV in the region received 
antiretroviral therapy, with comparable coverage reported for 
adults (14% [9–19%]) and children (15% [11–18%]). Treatment 
coverage has improved only modestly since 2010, when 7% [4–9%] 
of people living with HIV received antiretroviral therapy. In the 
region, Algeria and Oman stand apart in facing the challenge of 
providing access to antiretroviral therapy (Table 6). Algeria, with 
57% [54–<95%] coverage, was the first country in the region to 
expand treatment eligibility in 2010 to people with CD4 counts of 
350–500. Algerian domestic financing is estimated to cover 90% of 
its treatment response.

Elsewhere in the region, lack of early diagnosis of HIV infection 
is a primary reason for the persistence of such low treatment 
coverage and poor HIV-related outcomes. As in sub-Saharan 
Africa, the large majority of people diagnosed with HIV in 
the Middle East and North Africa are linked to antiretroviral 
treatment and achieve viral suppression, underscoring the urgent 
need to strengthen testing efforts.

The impact of undiagnosed HIV infection is apparent in the Sudan 
(Figure 82). In the Sudan, only one in four people living with HIV 
knows their HIV status. Retention in care also appears to be a 
major challenge in the Sudan. As a result of sharp drops across the 
HIV treatment cascade, only 4% of people living with HIV in the 
Sudan are on antiretroviral therapy and retained after 12 months 
on treatment.

Source: WHO 2013 TB Estimates.
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Figure 83 
Estimated number of tuberculosis-related deaths 
among people living with HIV in the Middle East and 
North Africa, 2004Ð2013
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The Middle East and North Africa are not on track to reach the 
target of reducing TB-related deaths among people living with HIV 
by 50%, as such deaths rose by 34% from 2004 to 2013 (Figure 83).

ENSURING AN ENABLING ENVIRONMENT 

FOR A STRONG AIDS RESPONSE

Exceptionally high levels of stigma and discrimination have been 
reported across the Middle East and North Africa. In each of 
the three countries where population-based surveys have been 
conducted, 70% or more of people surveyed expressed stigma-
tizing attitudes towards people living with HIV (Figure 84).
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Source: Most recent nationally representative household survey, 2005-2012.

Figure 84 
Discriminatory attitudes towards people living  
with HIV:  
percentage of women aged 15Ð49 years who would 
not buy fresh vegetables from a shopkeeper or 
vendor if they knew the person was living with HIV
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Source: Most recent nationally representative household survey, 2005-2012.

Figure 85 
Prevalence of recent intimate partner violence 
among ever-married women, by age
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LATIN AMERICA

An estimated 1.7 million [1.4 million–2.0 million] people, including 
33 000 [29 000–40 000] children, were living with HIV in Latin 
America in 2014. The epidemic in the region predominantly affects 
men, with an estimated 1.1 million men living with HIV in 2014. 
Nearly 100 000 people living with HIV in Latin America are aged 
15–24 years, including 40 000 adolescent girls and young women.

PROGRESS TOWARDS HALTING  

AND BEGINNING TO REVERSE THE  

AIDS EPIDEMIC

An estimated 87 000 [70 000–100 000] people were newly infected 
with HIV in Latin America in 2014. Although new HIV infections 
fell by 17% between 2000 and 2014, there has been little change 
in the annual number of new infections over the past five years 
(Figure 86). 

Brazil accounts for roughly half of all new HIV infections in the 
region (Figure 87).

Fewer than 2000 [1 300–2 900] children acquired HIV in 2014 in 
Latin America. High coverage of prevention of mother-to-child 
transmission has helped drive reductions in new infections among 
children, with 79% [65–95%] of the region’s 20 000 [17 000–
25 000] pregnant women living with HIV receiving antiretroviral 
medicines in 2014.

PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

Key populations in the HIV epidemics of Latin America include 
sex workers and gay men and other men who have sex with men. 
HIV prevalence is below 10% among sex workers in all reporting 
countries between 2011 and 2014 except for Guyana (2011) and 
Uruguay (2011) (Figure 88). In contrast, prevalence among men 
who have sex with men is above 10% in nine of 15 countries 
reporting in 2015 (Figure 89). People who inject drugs are not 
surveyed in many Latin American countries (Figure 90).

Condom use among sex workers is uniformly high in the region. 
Thirteen of 15 countries report that 84–99 % of sex workers used 
condoms with their last client. A median of 72% of sex workers 
reported an HIV test in the past 12 months and receiving the 
result of that test. Seven of nine countries reported testing levels 
above 60% among sex workers.

More than half of men who have sex with men reported condom 
use with their last sexual partner in all 12 reporting countries 
in the past three rounds. Argentina had the highest coverage 
(88%). Recent HIV testing ranged from 7% in Peru to 100% in 
Panama; the second highest rate was 66% in El Salvador. Eleven of 
16 reporting countries were below 50%.

Argentina, Brazil, Mexico and Paraguay reported low rates of  
clean needle use at last injection among people who inject drugs 
in the past four rounds, from 40% in Mexico (2009) to 92% in 

Although rates of reported intimate partner violence are generally 
lower in the Middle East and North Africa than in many other 
regions, the frequency of such violence in the region is still 
concerning. In Egypt more than 20% of ever-married women aged 
20–24 years report having recently experienced intimate partner 
violence (Figure 85).
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Figure 86 
Number of new HIV infections in Latin America, 
2000Ð2014

Source: UNAIDS 2014 estimates. 
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Figure 87 

New HIV infections in Latin America, 2014
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Figure 88 
HIV prevalence among sex workers in Latin America, 
2011Ð2014

Source: GARPR 2015. Countries with no bars reflect HIV prevalence measured at 
0% at least once. 
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Figure 89 
HIV prevalence among gay men and other men who 
have sex with men in Latin America, 2011Ð2014
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Figure 91 

Number of AIDS-related deaths in Latin America, 
2000Ð2014
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Figure 90 
HIV prevalence among people who inject drugs in 
Latin America, 2011Ð2014

Source: GARPR 2015.
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Figure 92 

Estimated number of tuberculosis-related deaths 
among people living with HIV in Latin America, 
2000Ð2014
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Figure 93 
HIV continuum of care and treatment cascade for 
Latin America and the Caribbean, 2013
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Source: Most recent nationally representative household survey, 2008Ð2012.

Figure 94 
Discriminatory attitudes towards people living with HIV:  
percentage of women aged 15Ð49 years who would not 
buy fresh vegetables from a shopkeeper or vendor if 
they knew the person had HIV
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Paraguay (2012). Reported condom use with last sexual partners 
among people who inject drugs ranged from 28% in Mexico to 
45% in Paraguay. Recent HIV testing was very low in the three 
reporting countries.

TOWARDS UNIVERSAL ACCESS  

TO HIV TREATMENT

AIDS-related deaths in Latin America fell by 29% from 2005 
to 2014 (Figure 91). It is estimated that 41 000 [31 000–71 000] 
people in the region died of AIDS-related causes in 2014. The 
pace of the decline in AIDS-related deaths appears to be gathering 
steam: deaths fell by 13% per cent in 2005–2009 and by 15% in 
2010–2014.

Latin America does not appear to be on pace to reach the global 
goal of reducing the number of TB-related deaths by 50% by 2015; 
as such deaths fell by only 19% from 2004 to 2013 (Figure 92).

Latin America has among the highest HIV treatment coverage in 
the world, with 47% [40–56%] of people living with HIV receiving 
antiretroviral therapy in 2014 (Table 7). Distinct from the global 
pattern, treatment coverage in the region is higher among children 
(54% [46–64%]) than among adults (47% [40–56%]). Of the 10 
countries in the region with the largest number of people living 
with both HIV and TB, three countries (Brazil, Ecuador and 
Honduras) provided antiretroviral therapy to more than half of 
people living with HIV/TB in 2014.

The combined regions of Latin America and the Caribbean have 
had important success in promoting HIV status, with more than 
70% of people living with HIV having been diagnosed in 2013. 
Importantly, however, only 44% of people living with HIV were 
receiving antiretroviral therapy in 2013 and only 34% had viral 
suppression. Figure 93 shows combined data for the Caribbean 
and Latin America.

ENSURING AN ENABLING ENVIRONMENT 

FOR A STRONG AIDS RESPONSE

In each of the four Latin American countries where popula-
tion-based surveys were conducted, more than 30% of people  
had discriminatory attitudes towards people living with HIV 
(Figure 94).

The Inter-American Court of Human Rights (IACHR) is monitor-
ing the situation of violence against lesbian, gay, bisexual, transsex-
ual and intersex people in the Americas. Between 1 January 2013 
and 31 March 2014, there were over 770 reports of violence (594 
deaths, 176 serious non-lethal attacks) related to the perception by 
the perpetrator that the victim had gone against accepted gender 
norms due to the person’s sexual orientation, gender identity or 
gender expression. Limited official data are available on violence 
towards lesbian, gay, bisexual, transsexual and intersex people. In 
particular, underreporting of non-lethal violence against lesbian, 
gay, bisexual, transsexual and intersex people renders this form 
of violence invisible. IACHR encourages countries to collect these 

Source: Most recent nationally representative household survey, 2008Ð2012.

Figure 95 
Prevalence of recent intimate partner violence 
among ever-married women, by age
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data with a view to developing and implementing public policies 
for the protection of the human rights of lesbian, gay, bisexual, 
transsexual and intersex people (8).

Surveys also suggest a high prevalence of violence against women 
in the region. In both the Plurinational State of Bolivia and 
Colombia, more than one in four ever-married women aged 
15–24 years reported a recent experience of intimate partner 
violence (Figure 95).

Table 7 
Antiretroviral therapy coverage among adults living 
with HIV aged 15 years and over in Latin America, 
2014

Antiretroviral therapy coverage (%)

<25% 25Ð49% 50+ %

Bolivia (Plurinational  
State of)

Argentina Belize

Colombia Chile

Ecuador Costa Rica

Guatemala El Salvador

Guyana Mexico

Honduras Panama

Nicaragua

Paraguay

Peru

Suriname

Uruguay

Venezuela (Bolivarian 
Republic of)

Source: UNAIDS 2014 estimates. 

WESTERN AND CENTRAL 
EUROPE AND NORTH AMERICA

An estimated 2.4 million [1.5 million–3.5 million] people were 
living with HIV in western and central Europe and North America 
in 2014. Of these, about 1.9 million [1.2 million–2.7 million] 
(almost 80%) are men. As antiretroviral therapy has enabled 
people living with HIV in these regions to approach a normal 
lifespan, fewer people are dying of AIDS-related causes, leading 
to an increase over time in the number of people living with HIV. 
Approximately 140 000 [90 000–200 000] people living with HIV 
in these regions are aged 15–24 years, with males accounting for 
70% of all young people living with HIV.

The number of new infections has remained fairly stable since 
2000, with 85 000 [48 000–130 000] new infections in 2014 
(Figure 96). With prevention coverage for mother-to-child 
transmission exceeding 95% in 2014, fewer than 500 children 
in these regions were newly infected with HIV in 2014. Most 
countries in the region have fewer than 50 new HIV infections 
among children annually and are poised to reach the goal of 
eliminating mother-to-child HIV transmission.

The United States of America accounts for more than half of new 
HIV infections in these regions (Figure 97).

PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

In western and central Europe, a median of 6.5% of people  
who inject drugs and 6.7% of gay men and other men who  
have sex with men are living with HIV. Few new data were 
reported among sex workers in 2014; in 2013 prevalence ranged 
from zero infections among sex workers in Ireland to 6% in 
Portugal (Figure 98). By contrast, two out of seven countries in 
2014 reported HIV prevalence between 10% and 20% among 
men who have sex with men in 2014 (Figure 99). In three of 
nine countries reporting in 2015 HIV among people who inject 
drugs had an HIV prevalence over 20%, and one country had a 
prevalence between 10% and 20% (Figure 100).

Condom use among sex workers was high across most countries 
in western and central Europe. Two of nine reporting countries  
in 2014 found more than 80% of sex workers used a condom  
with their last client. The proportion of sex workers who had a 
recent HIV test and receipt of the results ranged from 10% in 
Bosnia and Herzegovina to 100% in Ireland over the past four 
rounds of reporting.

With few exceptions, condom use with the last sexual partner 
among gay men and other men who have sex with men was close 
to but less than the target of 80%, ranging from 20% to 77%, with 
15 of 17 countries above 50%. Recent HIV testing among gay  
men and other men who have sex with men ranged from 19% to 
100%; almost half of countries reported that less than 40% of men 
who have sex with men were tested in the past 12 months and 
received their results.

Figure 96 

Number of new HIV infections in western and central 
Europe and North America, 2014

Source: UNAIDS 2014 estimates. 
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Figure 98  

HIV prevalence among sex workers in western and 
central Europe, 2011Ð2014

Source: GARPR 2015.
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Figure 99 

HIV prevalence among gay men and other men who 
have sex with men in western and central Europe 
and North America, 2011Ð2014

Source: GARPR 2015.
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Estonia, Finland and Romania distributed an average of about 200 
clean needles to each person who injected drugs in 2014.  
Among the 16 countries that reported, needle distribution ranged 
from 16 needles per person who injects drugs per year in Serbia, 
to 235 needles per person who injects drugs per year in Estonia. 
Nonetheless, over 80% of people reported using clean needles  
for their last injection in five of seven countries reporting on  
2014. Condom use among people who inject drugs ranged 
from 20% to 77%. Recent HIV testing and receipt of results was 
reported by over 80% in three countries—Bosnia and Herzegovina, 
Latvia and Malta.

TOWARDS UNIVERSAL ACCESS TO  

HIV TREATMENT

Most countries in western and central Europe and North America 
have had broad-based antiretroviral treatment programmes since 
the mid-1990s. Countries in this region experienced sharp drops 
in HIV-related mortality in the 1990s as HIV treatment was  
scaled up. From 2000 to 2014, AIDS-related deaths fell by 12% 
(Figure 101).

From 2004 to 2013, TB-related deaths among people living 
with HIV fell by 22% in western and central Europe and North 
America. Although numbers are small compared to other regions, 
these regions do not appear to be on track to reach the global 
target of reducing TB-related deaths among people living with 
HIV by 50% by 2015 (Figure 102).

Outcomes along the HIV treatment cascade illustrate the 
challenges countries in these regions face in their efforts to 
optimize health outcomes for people living with HIV. These 
national treatment cascades also demonstrate how care and 
treatment patterns vary within the regions.

The United States, for example, has had substantial success in 
promoting knowledge of HIV status, with an estimated 86% of 
people living with HIV in the United States having been diagnosed 

United States of 
America

Figure 97 

Number of new HIV infections in western and central 
Europe and North America, 2014
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Figure 100 

HIV prevalence among people who inject drugs in 
western and central Europe, 2011Ð2014

Source: GARPR 2015. Countries with no bars reflect HIV prevalence  
measured at 0% at least once. 
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Figure 101 

Number of AIDS-related deaths in western and 
central Europe and North America, 2000Ð2014
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Figure 102 

Estimated number of tuberculosis-related deaths 
among people living with HIV in western and central 
Europe and North America, 2004Ð2013
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Figure 105 

Number of new HIV infections in eastern Europe and 
central Asia, 2000Ð2014
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Figure 104 
HIV continuum of care and treatment cascade for the 
United Kingdom, 2012
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with HIV in 2011 (Figure 103). Less than half of people living 
with HIV in the United States in 2011 were seeing an HIV doctor 
or receiving antiretroviral therapy, however. Due to challenges 
associated with linking people diagnosed with HIV to HIV care 
and treatment, only 30% of people living with HIV in the United 
States had viral suppression.

The United Kingdom of Great Britain and Northern Ireland, by 
contrast, has been less successful in promoting knowledge of HIV 
status but has had a less precipitous drop-off from HIV diagnosis 
to receipt of antiretroviral therapy (Figure 104). In 2012, 78% 
of people living with HIV in the United Kingdom knew their 
HIV status, and 69% of people living with HIV were receiving 
antiretroviral therapy. Overall, 61% of people living with HIV in 
the United Kingdom in 2012 had achieved viral suppression.

Figure 103 

HIV continuum of care and treatment cascade for 
the United States, 2011

People living 
with HIV

People with 
a very low 
amount of 

virus in their 
bodies

Retained  
on 

antiretroviral 
therapy

People 
receiving 
treatment

People who 
know they 

are infected

1 400 000

1 200 000

1 000 000

800 000

600 000

400 000

200 000

0

N
u

m
b

e
r 

o
f 

p
e

o
p

le

People covered

People not covered

 Source: Based on HIV testing in the United States: CDC fact sheet, 2014.



138

EASTERN EUROPE  
AND CENTRAL ASIA

An estimated 1.5 million [1.3 million–1.8 million] people in 
eastern Europe and central Asia were living with HIV in 2014. 
These include 900 000 [770 000–1.1 million] men, 600 000 
[500 000–700 000] women and 17 000 [14 000–19 000] 
children. The number of people living with HIV continues to 
increase sharply across this region. 

PROGRESS TOWARDS HALTING  

AND BEGINNING TO REVERSE  

THE AIDS EPIDEMIC

It is estimated that 140 000 [110 000–160 000] people were newly 
infected with HIV in eastern Europe and central Asia in 2014 
(Figure 105). The region is one of only two in the world where new 
infections continue to increase. New infections in eastern Europe 
and central Asia rose by 30% from 2000 to 2014, including a 8% 
increase in 2010–2015.

Although countries across the region have been affected by the 
epidemic, the Russian Federation alone accounted for the vast 
majority of the region’s new HIV infections in 2014 (Figure 106).

The region has prioritized prevention of mother-to-child HIV 
transmission, reaching more than 95% of the pregnant women 
living with HIV with antiretroviral medicines in 2014. It is 
estimated that 1 200 [900–1 600] children acquired HIV in eastern 
Europe and central Asia in 2014.

PREVENTING NEW HIV INFECTIONS 

AMONG KEY POPULATIONS

Eastern Europe and central Asia have particularly high HIV 
prevalence among people who inject drugs, ranging from 3% 
in Georgia to 22% in Ukraine; Armenia, Belarus, Kyrgyzstan, 
Tajikistan and Ukraine all report recent prevalence above 10% 
(Figure 108). HIV prevalence among sex workers is considerably 
lower, ranging from no infections detected in Armenia’s 
surveillance in 2014 up to 12% of sex workers living with HIV in 
the Republic of Moldova (Figure 109). Among men who have sex 
with men, HIV prevalence measured less than 1% in Armenia and 
up to 13% in Georgia (Figure 107).

Needle and syringe programmes in Kazakhstan, Kyrgyzstan and 
Tajikistan distributed close to 200 or more syringes per person 
who injects drugs in 2014. Uzbekistan reported distributing about 
100 syringes per person who injects drugs per year, but the other 
10 reporting countries distributed fewer syringes. Clean needles 
were reportedly used at last injection by more than 80% of people 
who inject drugs in six of 10 reporting countries between 2011 
and 2014. Two countries reported less than 50% clean needle 
use. Condom use at last sex was at or under 50% in all but two 
of 11 countries, and 54% and 50% in the remaining countries. 

Figure 106 

New HIV infections in eastern Europe and central 
Asia, 2014
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Source: UNAIDS 2014 estimates.

Figure 107 
HIV prevalence among gay men and other men who 
have sex with men in eastern Europe and central 
Asia, 2011Ð2014

Source: GARPR 2015.
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Reported recent HIV testing and receipt of results ranged from 4% 
to 60% among 10 reporting countries over the two past rounds.

Condom use among sex workers was high, with eight of nine 
countries reporting more than 80% of sex workers using a condom 
with their last client. The remaining country reported 71%. Recent 
HIV testing among sex workers ranged from 22% in the Republic of 
Moldova to 89% in Kazakhstan; five of 11 countries reported testing 
above 50%.

Two of eight countries reported that over 80% of men who have 
sex with men used a condom with their last sexual partner. Of the 
remaining six countries, one reported condom use under 50%. 
Recent HIV testing among men who have sex with men was low 
in all reporting countries, except Kazakhstan, where 74% reported 
a recent test and receiving the results. The remaining countries 
reported a range from 24% to 49%.

TOWARDS UNIVERSAL ACCESS  

TO HIV TREATMENT

An estimated 60 000 [45 000–140 000] people died of AIDS-
related causes in eastern Europe and central Asia in 2014. Since 
2005, AIDS-related deaths in the region have increased by 27% 
(Figure 110).

Although AIDS-related deaths overall have increased, the region 
is within reach of the target of reducing TB-related deaths among 
people living with HIV by 50% by 2015. From 2004 to 2013, 
TB-related deaths among people living with HIV fell by 34% in 
eastern Europe and central Asia (Figure 110).

Only 19% [16–22%] of people living with HIV in eastern Europe 
and central Asia received antiretroviral therapy in 2014 (Table 
8). The region has the second lowest HIV treatment coverage of 
any region, behind the Middle East and North Africa. Treatment 
coverage in the region has nearly doubled since 2010, when 9% 
[8–10%] of people living with HIV received treatment services, but 
the pace of scale-up urgently needs to accelerate.

The region has achieved considerably higher treatment coverage 
for people living with both HIV and TB than it has for other 
people living with HIV. All countries in the region with available 
data (Armenia, Azerbaijan, Belarus, Georgia, Kazakhstan, 
Kyrgyzstan, Republic of Moldova, Tajikistan, Ukraine, Uzbekistan) 
provided antiretroviral therapy to more than 45% of people living 
with HIV-associated TB in 2013. Ukraine accounted for over 70% 
of people living with HIV-associated TB in 2013 in the region.

In the Ukraine, approximately half of people living with HIV knew 
their status, however, the actual number is suspected to be higher, 
since a certain portion of the population knows their HIV status 
but chooses not to register with the AIDS Center (Figure 111). 

 

Source: GARPR 2015.
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Figure 108 
HIV prevalence among people who inject drugs  
in eastern Europe and central Asia, 2011Ð2014

Figure 109 
HIV prevalence among sex workers in eastern 
Europe and central Asia, 2011Ð2014

Source: GARPR 2015.
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Table 8 
Antiretroviral therapy coverage among adults living 
with HIV aged 15 years and over in eastern Europe 
and central Asia, 2014

Antiretroviral therapy coverage (%)

<25% 25Ð49% 50+ %

Armenia Georgia

Azerbaijan

Belarus

Kazakhstan

Kyrgyzstan

Republic of Moldova

Tajikistan

Ukraine

Uzbekistan

Source: UNAIDS 2014 estimates. 

Figure 110 
Number of AIDS-related deaths in eastern Europe 
and central Asia, 2000Ð2014

Source: UNAIDS 2014 estimates.
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Figure 111 
HIV continuum of care and treatment cascade  
for Ukraine, 2014
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Figure 112 
Estimated number of tuberculosis-related deaths 
among people living with HIV in eastern Europe and 
central Asia, 2004Ð2013
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Source: Most recent nationally representative household survey, 2005Ð2012.

Figure 113 
Discriminatory attitudes towards people living with HIV: percentage of people  
aged 15Ð49 years who would not buy fresh vegetables from a shopkeeper or  
vendor if they knew the person was living with HIV
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Figure 114 
Prevalence of recent intimate partner violence 
among ever-married women, by age
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ENSURING AN ENABLING ENVIRONMENT 

FOR A STRONG AIDS RESPONSE

As in other regions, stigmatizing and discriminatory attitudes 
towards people living with HIV remain too common. In all 
countries with population-based surveys, more than half of people 
surveyed expressed discriminatory attitudes towards people living 
with HIV (Figure 113).

Violence against women occurs too frequently across the region 
(Figure 114). In the Republic of Moldova, more than one in four 
women aged 25–49 years said they had recently experienced 
intimate partner violence.
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Adults and children living with HIV Adults and children newly infected with HIV Estimated HIV prevalence (age 15Ð49 years) AIDS-related deaths among adults and children

Estimate Lower boundary Upper boundary Estimate Lower boundary Upper boundary Estimate Lower boundary Upper boundary Estimate Lower boundary Upper boundary

ASIA AND  
THE PACIFIC

2014 5 000 000 4 500 000 5 600 000 340 00 240 000 480 000 0.2 0.2 0.2 240 000 140 000 570 000

2000 4 000 000 3 800 000 4 500 000 500 000 440 000 590 000 0.2 0.2 0.2 220 000 130 000 510 000

CARIBBEAN 2014 280 000 210 000 340 000 13 000 9600 17 000 1.1 0.9 1.3 8800 5700 13 000

2000 310 000 230 000 390 000 27 000 21 000 31 000 1.6 1.2 2 18 000 12 000 28 000

EASTERN EUROPE  
AND CENTRAL ASIA

2014 1 500 000 1 300 000 1 800 000 140 000 110 000 160 000 0.9 0.7 1 62 000 34 000 140 000
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MIDDLE EAST AND  
NORTH AFRICA
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2000 96 000 51 000 140 000 18 000 12 000 23 000 <0.1 <0.1 <0.1 3600 1600 7100
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WESTERN AND  
CENTRAL EUROPE AND  

NORTH AMERICA
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2014 36 900 000 34 300 000 41 400 000 2 000 000 1 900 000 2 200 000 0.8 0.7 0.9 1 200 000 980 000 1 600 000

2000 28 600 000 26 400 000 31 200 000 3 100 000 3 000 000 3 300 000 0.8 0.7 0.8 1 600 000 1 300 000 2 100 000

Source: UNAIDS 2014 estimates.

Regional HIV and AIDS statistics, 2000 and 2014
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Over the 15 years of the Millennium Development Goals, 

the AIDS response has achieved much and learned 

more. From community centres to the corridors of power, 

lessons have come from all levels of the response to HIV 

and from all corners of the globe. On the following 

pages are 15 lessons to inform the 15 years  

of the sustainable development goals and the 15 years 

we have to end the AIDS epidemic by 2030. 

LESSONS AND  

STORIES OF HOPE
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01 
THE POLITICAL  

LEADERSHIP LESSON  

Political leadership has translated commitments to action 
and action to results. This has restored dignity and respect to 
people living with and affected by HIV.

02 

THE ADVOCACY 

LESSON 

 
 
People demanded answers, resources and a voice.  
People have held leaders accountable.

03
THE FINANCING  

LESSON 

 

Unprecedented investments in the AIDS response  
ensured that resources went from millions to billions.  
Results followed.

04
THE COUNTRY  

OWNERSHIP LESSON  

 

Health became a multisectoral issue. Local ownership  
of the AIDS response created demand for quality health 
services and fostered innovation.

05
THE PARTNERSHIPS  

LESSON 

The AIDS response created partnerships that have  
turned heads and hearts—people from all sectors have  
united and contributed. 
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06 
THE CIVIL  

SOCIETY LESSON 

 

Civil society was and continues to be the engine  
of the AIDS response, driving the call for funding and 
research and demanding access and the protection  
and promotion of human rights.

07
THE TREATMENT  

ACCESS LESSON 

 

Fifteen million people are on antiretroviral therapy,  
but millions more still need access to these life-saving 
medicines. The AIDS response has proven that access  
to quality health care and adherence to treatment  
is possible in resource-poor settings.

08 
THE HIV  

PREVENTION LESSON 

There is no magic bullet for HIV prevention.  
People need options and access to HIV prevention services 
that meet their life contexts. 

09
THE RIGHTS AND SOCIAL  

JUSTICE LESSON 

  

Social justice is achieved when people’s rights, including  
their right to health, education and work, are fulfilled. When 
people are treated with respect and dignity by health-care 
providers, employers and communities, new HIV infections 
and AIDS-related deaths decline.

10 
THE SECURITY AND HUMANITARIAN  

LESSON 

HIV must be integrated into national disaster  
preparedness and response plans.  
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1 1
THE WOMEN AND 

GIRLS LESSON  

Women’s rights, gender equality and empowerment  
must be priorities of the AIDS response. Programmes that 
reduce poverty and violence also can reduce HIV  
incidence among women.

12 
THE KEY  

POPULATIONS LESSON  

  
Gay men and other men who have sex with men,  
sex workers, transgender people and people who inject drugs 
have made themselves visible, heard and counted. 

13 

THE CHILDREN AND  

YOUNG PEOPLE LESSON 

 

New HIV infections among children can be eliminated and 
their mothers kept alive. Young people have the potential to 
transform the AIDS response and end the epidemic. 

14
THE SCIENCE  

LESSON 

 

Working together, communities and scientists have  
found innovative solutions. There is hope that a  
cure and vaccine will be found soon. 

15
THE DATA  

LESSON

 

What gets measured gets done. Through data, a  
better understanding of the epidemic has emerged  
and helped programmes to reach the right people at  
the right times in the right places.
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T H E  

P O L I T I C A L 

L E A D E R S H I P 

L E S S O N 

01
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POLITICAL 
POWER

FEW HEALTH ISSUES HAVE BEEN AS 

POLARIZING OR AS UNITING AS THE AIDS 

EPIDEMIC. POLITICALLY CHARGED FROM 

THE START, AIDS CHANGED THE WAY THAT 

WORLD LEADERS APPROACHED HEALTH. 

FOR THE FIRST TIME, THE WORLD WAS 

FACED WITH A DISEASE THAT HAD THE 

POWER TO BECOME A GLOBAL SECURITY 

THREAT. THAT AIDS COULD LEAD TO 

INSTABILITY AND ECONOMIC COLLAPSE 

IN COUNTRIES AND REGIONS WAS 

SOMETIMES ACKNOWLEDGED AT THE TOP 

WITH NATIONAL PLANS; IN OTHER CASES, 

THE TOP WAS BYPASSED AND THE GRASS 

ROOTS TOOK THE LEAD.  
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POLITICAL LEADERSHIP
AT A GLANCE

5 LESSONS 
LEARNED

Polit ical 

leadership 

involves:

1.
Putt ing leadership 

into the hands of 

everybody.

2.
Creating a 

powerful  nexus of 

people,  pol i t ic ians 

and science.

3.
Del iver ing 

services at  scale 

for  impact . 

4.
Basing the 

response on 

human r ights  and 

dignity.

5.
Real iz ing that 

inclusion and 

part ic ipat ion equal 

sustainabi l i ty. 

03
REGIONAL SHARING OF 

ECONOMIC AND POLITICAL 

RESPONSIBILITY.

04
TRANSFORMING MONITORING, 

EVALUATION AND 

ACCOUNTABILITY.

 

05
HIGHLIGHTING JUSTICE ISSUES 

THROUGH GLOBAL ADVOCACY.

01
ACTING ON BEHALF OF ALL 

PEOPLE THROUGH THE  

UNITED NATIONS. 

02
CREATING NEW PLATFORMS 

FOR MULTIPARTNER,  LONG-

TERM DEVELOPMENT SUCCESS. 

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

Source: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on financing the response to AIDS 

in low- and middle-income countries until 2014; OECD CRS last accessed June 2015; UNGASS and GARPR 

reports; FCAA Report on Philanthropic funding Dec 2014.

DATA  P O I N T

Total resources for HIV/AIDS in low- and middle-income countries, 
2000Ð2015
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High-Level 
Declaration of 
Commitment

Global Fund established

PEPFAR established

UNITAID 
established

2006 UN High-Level Political Declaration on HIV/AIDS

Global Financial Crisis
South Africa twofold increase [US$ 0.5 billion 2008Ð2010]

2011 UN Political Declaration on HIV/AIDS
2015 projection: 
US$ 21.7 billion

US$ 20.2 billion in 2014

China reached $0.5 billion in 2010 [111% increase 2008Ð2010]
Mexico reached US$ 0.4 billion, 170% increase 2009Ð2010; steady growth afterwards

Brazil 10% average annual growth after 2008 US$ 0.8 billion

2009Ð2010: 1.8-fold increase in 
Asia-Pacific
2007Ð2009: 2.6-fold increase in  
sub- Saharan Africa
2006Ð2008: 2.6-fold increase in eastern 
Europe and central Asia
2005Ð2014: steady 10% annual increase  
in Latin America and the Caribbean

2015

Beginning of Millennium 
Development Goals
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5 ACTIONS FOR  

THE FUTURE

01
Develop new approaches to service 
delivery.

02
Build new partnerships.

03
Improve people’s ability to influence the 
development agenda.

04
Develop accountability for progress on 
the sustainable development goals.

05
Build robust, resilient health systems.

5 GAPS AND CHALLENGES 

THE AIDS RESPONSE STILL 

OPERATING IN ISOLATION.

FRAGILE AND INSUFFICIENT  

HEALTH SYSTEMS.

DEVELOPMENT CHALLENGES.

WEAK NATIONAL ACCOUNTABILITY 

AND GOVERNANCE STRUCTURES.

THE GROWING COMPLEXITY  

OF THE DEVELOPMENT LANDSCAPE. 

5 MILESTONE MOMENTS 

THAT INFLUENCED  

THE AIDS MOVEMENT 

JANUARY 2000

The United Nations Security Council debates the 
impact of AIDS on peace and security in Africa, 
marking the first time that the Council discusses 
a health issue as a threat to peace and security. 
Secretary-General Kofi Annan says that the 
impact of AIDS in Africa is no less destructive 
than that of warfare itself (1).

JULY 2000

The XIII International AIDS Conference takes 
place in South Africa, and the devastating nature 
of the epidemic is laid bare. Activists protest 
against treatment inequities, and scientists 
debunk AIDS denialism. In his closing address, 
Nelson Mandela calls for a move “from rhetoric 
to action” (2).

SEPTEMBER 2000

The largest gathering of world leaders to 
date ratifies the United Nations Millennium 
Declaration. From this comes Millennium 
Development Goal 6, calling for the 
international community to halt and begin 

Partnering in multisectoral, multilateral and  
inclusive ways.

Driving change via civil society.

Creating new advocacy models.

Innovating through negotiating.

Publicly discussing sensitive subjects.

to reverse the spread of HIV by 2015, and 
to achieve universal access to antiretroviral 
medicines for people in need by 2010.

JUNE 2001

The United Nations General Assembly  
Special Session on HIV/AIDS passes the 
Declaration of Commitment on HIV/AIDS.  
The follow-up Political Declaration in 2006 
reaffirms leaders’ joint commitment to scaling 
up the HIV response.

JANUARY 2002

The Global Fund to Fight AIDS, Tuberculosis 
and Malaria is established as an international 
financing partnership between governments, 
civil society organizations, the private sector 
and affected communities. One year later in 
the United States of America, the President’s 
Emergency Plan for AIDS Relief is created.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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“I want to start yesterday,” said then President Festus Mogae of 
Botswana to the small group around the table. With these five 
words, he created one of the first country-led global AIDS partner-
ships in the era of the Millennium Development Goals. There was 
a collective sigh in the room as hope was ignited. 

In 2000, the landlocked southern African country of Botswana 
had the highest rate of new HIV infections. One in four adults was 
already living with HIV—then the highest HIV prevalence in the 
world. Prevalence exceeded 30% among men and women in the 
25–40-year age group. 

A few days later, the attendees at the XIII International AIDS 
Conference in Durban, South Africa, were stunned to hear 
President Mogae speak so candidly when he famously said, “We 
are threatened with extinction. People are dying in chillingly high 
numbers. It is a crisis of the first magnitude.” Botswana was one 
the few countries that was acknowledging the toll the epidemic 
was taking and actively working with partners to improve access 
to HIV testing, HIV prevention options and life-saving medicines. 
The unambiguity and resolve of the President’s political and 
personal commitment to the AIDS response enabled a faster 
scale-up of critical programmes and brought partners to the 
table. The same year, the African Comprehensive HIV/AIDS 
Partnerships was established between the Government of 
Botswana, the Bill & Melinda Gates Foundation and the Merck 
Foundation. The African Comprehensive HIV/AIDS Partnerships 
focused on supporting the national plan and was built on the 
shoulders of the programmes already on the ground. 

With an initial grant of US$ 50 million from the Bill & Melinda 
Gates Foundation, matched by antiretroviral medicines from 

Merck and the Merck Foundation, the African Comprehensive 
HIV/AIDS Partnerships was an early model for country-led 
public–private partnerships. It brought together a diverse group 
of organizations, including research institutes, such as Harvard 
University, nonprofit organizations, community-based organiza-
tions and intergovernmental organizations, including UNAIDS, 
the World Health Organization (WHO) and the World Bank. 

By the end of President Mogae’s term in 2008, more than 
90 000 residents were accessing HIV treatment, mother-to child 
transmission rates were the lowest in Africa and the rate of new 
HIV infections had dropped by 46% (decline from 2000 to 2008). 

In the preceding years, scholars had taken note of the policies 
President Mogae had set in motion (3, 4), the partnerships he 
agreed to set up, and his rhetoric and narrative that convinced a 
country to think differently about HIV and to focus attention on 
the future. Mogae would be the first to say, however, that results 
did not happen because of the leadership of just one person or a 
single organization—rather, collectively Botswanans could see that 
a better future was within their grasp (5). 

Today, Botswana has 62% [59–65%] of people with HIV accessing 
treatment, a rate of new HIV infections of 1.4% and fewer than 
500 new child HIV infections in 2014. 

President Mogae was not the first head of state to tackle AIDS 
in sub-Saharan Africa. In 1987, his neighbour to the north, then 
Zambian President Kenneth Kaunda, announced that he had 
lost his son to AIDS the previous year. He vowed, “We want to 
fight this together … regardless of who dies from it” (6); he still 
considers himself an AIDS activist. In Senegal, President Abdou 

TO LEAD OR  
NOT TO LEAD

There is no doubt that political leadership at the highest level, nationally and internationally, 
has both accelerated and hindered the AIDS response. The response to HIV has also shown 

that leadership can come from many sources to fill the vacuum created by demand. 

2000

UNAIDS launches the Accelerating Access Initiative in 

conjunction with pharmaceutical companies, WHO, the World 

Bank, UNICEF and UNFPA. This stimulates the development of 

treatment access plans in 39 countries.
2000

The XIII International AIDS Conference in Durban, 

the first to be held in Africa, significantly accelerates 

global momentum to expand HIV treatment access.
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Diouf shaped one of the first successes on AIDS. Likewise, 
Uganda’s early HIV prevention response was led by Ugandan 
President Yoweri Museveni. It is clear that political leadership can 
accelerate or slow progress. Some of the most interesting lessons 
have come at the nexus of politics and community. 

WHEN FEAR LEADS 

“Politics hates a vacuum; it if isn’t filled with hope, someone  
will fill it with fear.” Journalist and commentator Naomi Klein 
tweaked the old phrase with a modern take that applied to the 
AIDS response. 

More than any health issue before, the AIDS response was under-
pinned by activism, which drew attention to the scale and devas-
tation of the illness, and demanded people’s right to live. Initially, 
the AIDS response grew out of gay rights activists demanding that 
the Government of the United States respond and recognize the 
epidemic as it shattered their community. Gay rights groups such 

as the AIDS Coalition to Unleash Power (ACT UP) worked with 
activist donors and celebrities such as Elizabeth Taylor and Elton 
John to bring voice to those affected by HIV and create space for 
their right to be heard.

Political advocacy grew in Africa and across the world as the 
impact and devastation of the AIDS epidemic outpaced the 
response. The AIDS Support Organization (TASO) in Uganda 
and South Africa’s Treatment Action Campaign (TAC) were two 
African rights-based groups formed to end discrimination  
against people living with HIV and to demand access to antiretro-
viral therapy for all. Faith-based organizations in the community 
took on a significant role in providing treatment and care early in 
the response. 

Grass-roots leaders transformed the way health responded to 
people. Slowly, the fear dissipated, and the way that health and 
services are delivered changed. Early activism defined the Greater 
Involvement of People Living with HIV/AIDS principles, by which 

Three-year-old Owami Hlapolosa sits with former President of Botswana Festus Mogae, who is the founder of the Champions for an AIDS-Free Generation. Owami was born 
free from HIV as her mother, Mohlanhla, had access to antiretroviral medicines.

2000 July

United Nations Security Council passes  

resolution 1308, which emphasized the  

threat to security posed by AIDS. 
2000 December

At the Okinawa Summit, G8 members committed to 

confront HIV, TB and malaria, three major infectious 

and parasitic diseases.
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LESSONS  

AND HOPE 

EPELI  NAILATIKAU 
President of Fiji 

I have the honour to share lessons learned in Fiji over the 

past 15 years and the hopes for the future of the global 

AIDS response.

Lessons learned

The Fiji Government sustained HIV treatment for its own 

people in spite of competing priorities and demands. Fiji 

was able to fully cover antiretroviral therapy free of charge 

for all from the government budget. Fiji moved to Option 

B+, despite additional costs associated with this transition.

The Fiji Government provided a legal framework and legis-

lative environment to repeal punitive laws and introduce 

protective laws that protect marginalized groups. The 

government put legal reforms in place in 2011, notably the 

decriminalization of homosexuality through the Crimes 

Decree 2009, the lifting of travel restrictions on people 

living with HIV through the HIV/AIDS Decree 2011 and 

the outlawing of all forms of discrimination on a range of 

grounds, including sexual orientation, gender identity and 

health or disability status through the 2013 Constitution of 

the Republic of Fiji.

The Fiji Government strengthened the capacity of people 

living with HIV and positioned them as key partners in the 

AIDS response. The network of people living with HIV in 

Fiji (FJN+) secured funding from the government for its 

programmes, including the test and treat strategy. The 

government, through the Ministry of Health and Medical 

Services, also facilitated the appointment of HIV-negative 

people with specialist skills and expertise to be part of the 

FJN+ Board.

The establishment of the Fiji Business Coalition against HIV 

and AIDS (BAHA)Ña vibrant, charitable organizationÑfully 

acknowledges private sector responsibility to achieve  

100% awareness of HIV prevention in the workplace. It 

provides technical and advisory support to enable all 

workplaces in Fiji to develop appropriate policies on HIV 

and to develop and maintain a training resource, enabling 

businesses to train their staff on HIV issues in a manner 

appropriate to business.

Hope for the future

My greatest personal hope is for Fiji, and indeed the Asia 

and Pacific region and the rest of the world, to have an 

AIDS-free generation of young people. This can be achieved 

through a broad range of strategies to be undertaken jointly 

and systematically by all stakeholders, including, but not 

limited to, the government and non-state actors such as civil 

society organizations, religious groups, sports organiza-

tions, the business community, key affected populations and 

the media.

Strategies should include intensifying and reinvigorating the  

HIV prevention agenda for young people, the continuous 

education of vulnerable age groups and increasing the 

condom advocacy campaign.

The next generation of community and national leaders 

will have to accept this as part of their responsibility to 

society. The entire nation must continue to address HIV 

from a broader perspective and not isolated as a health-

related issue. HIV is a development issue and needs to be 

addressed holistically.  
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people living with HIV were to be considered people first and 
foremost, rather than a condition (7). 

As activists demanded that political leaders take risks and change 
the ways things were done—making space for health care to be 
delivered in original and different ways—hope returned.  

WHAT EFFECTIVE  

LEADERSHIP LOOKS LIKE 

There have been numerous examples of transformative country 
leadership, with styles as diverse as nations. Some countries behaved 
like activists and refused to take “not possible” as an answer.

Brazil was the first country to provide free combination HIV 
treatment. In doing so, Brazil defied the World Bank’s dire 
prediction of a scale-up in new HIV infections. Having guaran-
teed universal access to HIV treatment, the Brazilian Government 
negotiated assertively with international pharmaceutical 
companies to ensure that it could continue providing access to 
antiretroviral medicines to those Brazilians in need of them. 
The successful outcome of these negotiations, and a continuing 
tradition of tough negotiations with the pharmaceutical industry, 
have helped keep prices low enough for the Brazilian Government 
to continue providing universal treatment access.

Several countries have notably led the way in working with 
marginalized populations. Top-level political commitment and 
multisectoral strategies in Thailand mobilized funds and led to 
implementation of programmes that targeted sex workers and 
their clients, and increased condom use in brothels from  
virtually nil to more than 95%. At the same time, the incidence  
of sexually transmitted infections was reduced by 95% and the 
rate of new HIV infections dropped by 80% (8). More recently, 
Moldovan leadership has enabled the rollout of harm-reduction 
programmes in prisons, providing opioid substitution therapy, 
needle—syringe programmes, condoms, and voluntary HIV 
testing and counselling. 

We have also seen examples of visionary leadership at the regional 
level. In February 2015, in order to reaffirm its long-standing 
commitment and strategic partnership with UNAIDS, the Council 
of the Arab Ministers of Health at the League of Arab States 
endorsed in a ministerial decree, the Algiers Call for Action, and 
requested that UNAIDS and partners support the implementation 
of the Arab AIDS Strategy (2014–2020).  The Council issued a 
ministerial decree to endorse the establishment of the first regional 
HIV Centre in Algeria in partnership with the League of Arab 
States, UNAIDS and the Government of Algeria.

GLOBAL POLITICS CAN MOVE  

MOUNTAINS FAST

It was 20 years into the AIDS epidemic before leaders woke up to the 
global crisis on their hands. Once the crisis was acknowledged, in 
three short years the world saw unprecedented action at the highest 
levels, on a scale that would secure a response like no other.

Multilateral architectures have provided leadership at key strategic 
moments in the past 15 years of the AIDS response, especially in 
providing global vision, targets and mandates, and creating new 
partnerships, with the funding and resources to deliver at scale. 

This started in 2000, when the United Nations Security Council 
passed resolution 1308, acknowledging the severity of the 
epidemic. Resolution 1308 was quickly followed by the Group of 
Eight (G8) Summit in Okinawa, Japan, where health was on the 
agenda of the forum for the G8 industrialized nations. Following 
the World Bank’s commitment to triple financing for AIDS, 
tuberculosis and malaria, the communiqué from Okinawa recog-
nized the importance of the AIDS response in both economic 
and health terms, and also highlighted the need for a step 
change in the response (9). In September 2000, the Millennium 
Development Goals were created, including Goal 6, which focused 
on AIDS, tuberculosis and malaria. In November 2000, the Doha 
Declaration reaffirmed flexibility of the TRIPS agreement (the 
Agreement on Trade-Related Aspects of Intellectual Property 
Rights), giving countries better access to antiretroviral medicines 
and other essential medicines to protect public health (10).

In 2001, the Abuja Declaration was signed by African Union 
Member States, pledging to increase the funding of health to 
at least 15%. In the same year, at the United Nations General 
Assembly Special Session on HIV/AIDS, Member States adopted 
the Declaration of Commitment on HIV/AIDS. By 2002, real 
resources to back up the commitments became available when 
the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global 
Fund) opened its doors. A year later, United States President 
George W. Bush launched the United States President’s Emergency 
Plan for AIDS Relief (PEPFAR), with an initial commitment of 
US$ 15 billion to provide antiretroviral therapy to 2 million people 
living with HIV in resource-limited settings, to prevent 7 million 
new infections and to support care for 10 million people (11).

If the early 2000s were focused on putting the goals and money in 
place, the next few years were focused on scaling up. Numerous 
global programmes were now addressing the demand for access 
to HIV services, including the Clinton Health Access Initiative for 

The United Nations Commission on Human 

Rights resolves that, in the AIDS epidemic, access 

to treatment is an essential component of full 

realization of the right to health. 

2001

2001

African Union considers AIDS an emergency and 

establishes AIDS Watch Africa.
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affordable antiretroviral therapy and the “3 by 5” initiative, a global 
target to provide 3 million people in lower- and middle-income 
countries with access to antiretroviral therapy by 2005.

As it became clear that resource commitments could quickly be 
turned into life-saving actions, funding continued to increase, and 
the scale of support stepped up from millions to billions of dollars. 
The African Union’s economic development programme, the New 
Partnership for Africa’s Development (NEPAD), notes that the 
G8 delivered on its promises of funding and innovative delivery 
mechanisms; as a result, Africa was able to reduce the impact of 
HIV and tuberculosis, improve immunization rates and improve 
the response to malaria (12).

In light of progress in the AIDS response and the potential to 
expand HIV treatment, the 2005 G8 meeting in Gleneagles, United 
Kingdom, committed to achieving an “AIDS-free generation” and 
providing universal access to treatment for all those who needed it 
by 2010. Crucially, the meeting also pledged to meet the resources 
needed, including through replenishment of the Global Fund (13).

By 2006, the world was seeing results, and leaders were ready to 
set more ambitious targets. Country-led globally supported plans 
were in place, and the 2006 United Nations Political Declaration 
on HIV/AIDS reflected the new partnership model and “the 
urgent need to scale up significantly towards the goal of universal 
access to comprehensive prevention programmes, treatment, care 
and support by 2010” (14). In the context of this driving ambition, 
the number of people accessing HIV treatment increased from 3% 
[3–3%] in 2001 to 32% [30–35%] in 2012.

The share of domestic resourcing of the response was also able to 
grow. This shift is captured in the 2012 African Union Roadmap 
on Shared Responsibility and Global Solidarity for AIDS, TB and 
Malaria Response in Africa. Structured around three strategic 
pillars—health governance, diversified financing and access to 
medicines—the Roadmap offered a set of practical and African-
owned solutions to enhance sustainable responses to AIDS, 
tuberculosis and malaria (15). By 2010, total domestic financing 
of the response surpassed the total international contributions. 
South Africa contributed almost US$ 1.6 billion to its response 
by 2014 (16).

In this rapidly changing environment, it is important to note the 
impact on grass-roots leadership. The capacity of the grass roots to 
influence policy at the global, national and local levels transformed 
the delivery of services. Just as essential is the leadership role that 

civil society continues to play in holding stakeholders to account 
for their commitments.

ENTRYWAY TO WIDER ACHIEVEMENT

Using the achievements of the AIDS response as a platform, 
significant change in related areas of development has been 
possible. The same technologies and infrastructure that have 
transformed monitoring of the health of people living with HIV—
many of whom are mothers with children—have enabled health 
service providers to maintain a link with pregnant women and 
their children. Maternal, newborn, child health and sexual and 
reproductive health services have seen huge improvements, in part 
because of increased financial commitments and the synergies in 
the provision of services. 

In February 2015, President Uhuru Kenyatta announced that 
Kenya would lead by example by increasing domestic resources 
for the AIDS response and improving HIV prevention, treatment, 
essential health care and counselling services for adolescents. 
Despite the achievement of reaching 57% [50–66%] antiretroviral 
coverage of adults living with HIV, just 41% [37–47%] of children 
living with HIV in Kenya have access to the life-saving medicines. 
Noting that the AIDS epidemic among adolescents threatened 
to rob Kenya of the promise of unprecedented growth, President 
Kenyatta tasked the Minister of Education with re-examining the 
national curriculum to better engage with young people living 
with HIV and to eliminate stigma and discrimination in schools:

“I have directed the ministries of education and health to initiate 
programmes that will ensure all HIV-positive children are 
provided with life-saving medication. The issue of children  
living with HIV not on antiretroviral therapy must be addressed 
without further delay.”

Highlighting that women living with HIV are four to five times 
more likely to contract cervical cancer than their peers not living 
with HIV, the Pink Ribbon–Red Ribbon innovative partnership 
brought together women’s HIV treatment needs and vital cervical 
cancer screening and breast care education. 

Recognizing that intimate partner violence can increase the risk 
of HIV infection by around 50%, the AIDS response has also been 
a platform for addressing violence against women. Programmes 
target the need to provide, or make available, universal access to 
integrated sexual and reproductive health information, education 
and services, fully addressing HIV, based on gender equality and 
with zero tolerance for gender-based violence.

2001 April

2001 June

United Nations General Assembly's Special Session (UNGASS)  

on HIV/AIDSÑ189 Member States sign the Declaration of Commitment,  

the first internationally agreed, time-bound set of goals, based on  

agreed indicators of progress. 

United Nations Secretary-General Kofi Annan 

proposes a global fund to respond to HIV and other 

infectious diseases at an African leaders summit in 

Abuja, Nigeria.
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Living with HIV has been an up and down journey for me. 

When I first discovered my status in 1998, the diagnosis left 

me devastated and waiting for death. In the early years, 

my greatest fear was fear itself. I was afraid of the stigma. 

But then I began to seek out information about HIV and 

I saw that this is nothing but a virus. I realized I had done 

nothing to be ashamed of. I think the greatest problem we 

have living with HIV is getting people to hold open, honest, 

non-judgemental conversations about sex and sexuality. 

In the beginning, I was afraid to speak out. Then, in 

2002 I attended the XIV International AIDS Conference 

in Barcelona, Spain, and I realized that I was not alone. I 

met people who had lived with HIV for 20 yearsÑbut you 

couldnÕt tell they had HIV. I saw activists openly chal-

lenging discrimination against people living with HIV, and 

challenging pharmaceutical companies, which were more 

concerned with profit than saving human lives. It helped me 

see HIV in a different light. 

Two months after Barcelona I found the zeal to take back 

my life and drop off things that were unrewarding. I began 

to talk openly about HIV. I was tired of the silence, which 

was driving me crazy. I wanted more from life. I was tired of 

carrying this cross of shame and fear around.

In Nigeria, like other African countries, over half of the 

people living with HIV are girls and women. This is a sad 

situation. This growing ÒfeminizationÓ of AIDS inspired me 

to found Positive Action for Treatment Access (PATA), 

which has the mandate to ensure access to HIV informa-

tion and dignifying services, including treatment and care. 

Our biggest project to date, Mary's Home for adolescent 

girls living with HIV, offers the sustainable social networks 

and skills that girls and young women need to become 

empowered and community advocates. Greater economic 

independence and stability can help a woman speak out, 

form social networks, act as a mentor and embolden other 

women to speak out. PATA has also set up sponsorships to 

help community advocates become stronger players in the 

economy by starting their own businesses. 

But we need to own our response as African countries.  

My countryÑthe sixth largest producer of oil in the 

worldÑwas dependent on international partners to fund the 

AIDS response. As funding availability has declined, we have 

realized we must take responsibility for our own people. 

But corporate Nigeria must do more, starting with the 

major employers. It isnÕt enough that employers donÕt fire 

or discriminate against their workers living with HIV. They 

have a responsibility to pay for their care and treatment. 

We cannot slow downÑwe must continue to push and 

accelerate our efforts. 

As a young girl growing up in Nigeria, I never dreamt of  

speaking out in public about issues of sexual and reproduc-

tive rights. I am honoured to have had the opportunity to  

represent the voice of communities of people living with 

and affected by HIV, and I will work tirelessly to support 

more people, especially women and girls, to raise their own 

voices so that they can represent their communities.  

AN UP AND  

DOWN JOURNEY

MOROLAKE (ROLAKE) 
ODETOYINBO  

Founder and Executive Director of Positive  
Action for Treatment Access, Nigeria.
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COMESA

ACHPR

ORGANIZATION OF 
AMERICAN STATES LA 

FRAN-
COPHONIE

NEPAD

Organization of American States
 ■ Resolution on the Promotion and Protection of Human  
Rights of People Vulnerable to or Living With or Affected  
by HIV (2013)

Caribbean Community and  
Common Market (CARICOM)
 ■ Declaration of the Tenth Ibero-American Summit of Heads of State (2000)

 ■ Pan-Caribbean Partnership against HIV/AIDS (2001)

Latin America and the Caribbean
 ■ Declaration on Preventing through Education (2010)

European Union
 ■ Dublin Declaration on Partnership to Fight  
HIV/AIDS in Europe and Central Asia (2004)

 ■ Vilnius Declaration on Measures to Strengthen 
Responses to HIV/AIDS in the European Union 
and in Neighbouring Countries (2004)

 ■ Bremen Declaration on Responsibility  
and PartnershipÑTogether against  
HIV/AIDS (2007)

United Nations
 ■ General Assembly Declaration of Commitment on HIV/AIDS (UNGASS) (2001)

 ■ Political Declaration on HIV/AIDS (2006)

 ■ Political Declaration on HIV and AIDS (2011)

 ■ United Nations Security Council resolution 1308 (2000)

 ■ United Nations Security Council resolution 1983 (2011)

Group of Eight (G8)
 ■ G8 Communiqu�, Okinawa, Japan (2000)

 ■ Africa Action Plan, Kanakaskis, Canada (2002)

 ■ G8 Action to Endorse and Establish a Global HIV Vaccine Enterprise,  
Sea Island, United States (2004)

 ■ High-level political engagement to reduce stigma against people  
living with HIV, l'Aquila, Italy (2009)

Brazil, Russian Federation, India, 
China and South Africa (BRICS)
 ■ Health Ministers' Beijing Declaration (2011)

 ■ Health Ministers Brasília Communiqu� (2014)

New Partnership for AfricaÕs  
Development (NEPAD)
 ■ Declaration on Democracy, Political, Economic and    
Corporate Governance (2002) 

 ■ Africa Health Strategy (2007Ð2015)

Regional agreements
 ■ The Central Asian Declaration on HIV/AIDS (2001)

 ■ Djibouti Declaration of Commitment and Call for Action (2010)

 ■ League of Arab States' 2011Ð2015 regional programme for  
controlling AIDS and crime (2010)

 ■ Riyadh Charter on scaling national AIDS responses in  
Gulf Cooperation Council countries (2011)

G8

BRICS

CARICOM

LATIN AMERICA AND THE 
CARIBBEAN

Examples of political leadership  
in the AIDS response 
AIDS has been a topic of debate and discussion at the global, regional and 

sub regional levels. Political declarations have provided the impetus for 

action and peer accountability  for the AIDS response. They have motivated 

leaders and policy makers to act.

Common Market for Eastern and 
Southern Africa (COMESA)
 ■ Addis Ababa Declaration on the COMESA  
Gender Policy (2002)

African Commission on Human  
and Peoples' Rights (ACHPR)
 ■ Resolution on the establishment of the Committee on the 
Protection of the Rights of People Living with HIV (PLHIV) 
and those at Risk, Vulnerable to and affected by HIV (2010); 

 ■ Resolution on Involuntary Sterilisation and the Protection of 
Human Rights in Access to HIV Services (2013)
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SADC

IGAD

EAC

COMESA

SAARC

ASEAN

EUROPEAN 
UNION

ECOWAS

ACHPR
AFRICAN UNION

COMMONWEALTH OF
 INDEPENDENT STATES

PACIFIC ISLAND 
FORUM

African Union
 ■ Abuja Declaration on HIV/AIDS, Tuberculosis and Other Related 
Infectious Diseases, (2001)

 ■ Maputo Declaration on HIV/AIDS, Tuberculosis, Malaria and other 
Related Infectious Diseases (2003)

 ■ Kampala Decision on the Partnership for the Eradication of 
Mother-Child Transmission of HIV/AIDS (2010)

 ■ Roadmap on Shared Responsibility and Global Solidarity for AIDS, 
Tuberculosis and Malaria response in Africa 2012Ð2015 (2012)

 ■ Declaration on the report of AIDS Watch Africa Action Committee 
of Heads of State and Government (2012)

 ■ African Union Decision on the report of AIDS Watch Africa (2013)

Economic Community Of West African States (ECOWAS)
 ■ Dakar Declaration on Population, Development and HIV/AIDS (2004)

 ■ Regional Strategic Plan for HIV/AIDS Control 2011Ð2015 (2011)

 ■ Dakar Declaration on factoring key populations in the response to  

HIV and AIDS (2015)

Intergovernmental Authority on  
Development (IGAD)
 ■ Declaration of Ministers in charge of HIV/AIDS (2007)

East African Community (EAC)
 ■ East African Community Regional Integrated Multisectoral HIV and AIDS  
Strategic Plan: 2007Ð2012 (2007)

Southern African Development Community (SADC)
 ■ Strategic 5-Year Business Plan 2005Ð2009 (2004)

 ■ Strategic Framework and Programme of Action: 2003Ð2007 (2003)

 ■ Maseru Declaration on the Fight against HIV/AIDS in the SADC Region (2003)

Arab League
 ■ Dubai consensus statement on scaling up towards universal  
access in the Middle East and North Africa (2010)

 ■ The Arab Strategic Framework on HIV and AIDS (2014)

Commonwealth of Independent States
 ■ Moscow Declaration on the Urgent Response to the  
HIV/AIDS epidemics (2005)

 ■ Moscow Action Plan to Enhance Development Cooperation (2011)

 ■ Minsk Declaration of Commitment on HIV/AIDS (2014)

Organisation internationale de la Francophonie
 ■ Resolution on strengthening the fight against HIV/AIDS, particularly in Africa (2000)

 ■ Resolution on the rights of women and the HIV/AIDS (2011)

 ■ Resolution on the financing of the response to HIV/AIDS (2014)

South Asian Association for Regional 
Cooperation (SAARC)
 ■ Islamabad Declaration to ensure easy and affordable health care, 
prevention and treatment of HIV/AIDS (2004)

 ■ Kathmandu Declaration to end the AIDS epidemic by 2030 (2014)

 ■ Delhi Declaration on Public Health Challenges (2015)

Association of Southeast Asian Nations 
(ASEAN)
 ■ Brunei Darussalam Declaration on HIV/AIDS (2001)

 ■ Cebu Commitments on HIV and AIDS (2007)

 ■ Bali Declaration of Commitment: Getting to Zero New HIV  
Infections, Zero Discrimination, Zero AIDS-Related deaths (2013)

Pacific Islands Forum
 ■ Melbourne Ministerial Meeting on  
HIV/AIDS (2001)

 ■ Bangkok Ministerial Meeting on HIV/AIDS (2004)

 ■ Suva Declaration on HIV/AIDS by Pacific  
Parliamentarians (2004)

ARAB 
LEAGUE

Group of 77 (G77)
 ■ Call on Developed Nations to Provide  
Needed Funds for Effective Fight against 
HIV/AIDS (2001)

The Commonwealth
 ■ Perth Commonwealth Heads of  
Government Communiqu� (2011)

THE  
COMMONWEALTH

G77

LA 
FRAN-

COPHONIE

NEPAD

BRICS
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What are the key lessons learned over the past 15 years? 

A key lesson that forms the basis of South AfricaÕs AIDS 

response is the realization that while HIV is a medical 

condition, it is determined by a variety of factors, including 

socioeconomics, gender, geographic location, cultural 

beliefs and age. Alongside this realization is the awareness 

that differently situated people are affected differently by 

the epidemic. This combined understanding resulted in the 

focus of the National Strategic Plan for HIV, TB and STIs and 

TB, 2012Ñ2016 (NSP 2012Ñ2016), on marginalized groups, 

such as sex workers, men who have sex with men, truck 

and taxi drivers, and adolescents. This approach allows 

for differentiated strategies that have a high possibility of 

reaching the intended groups.

What are the key achievements of the AIDS  

response in South Africa? 

Perhaps the greatest achievement of the AIDS response 

has been the eventual convergence of the views of 

government and civil society on the epidemic after a period 

of differences that frustrated the AIDS movements. This 

development led to an acknowledgement of the causal 

relationship between HIV and AIDS, a consensus that set 

the stage for the important work that followed. While more 

work still needs to be done, the necessary foundation and 

sustained response are secure.

The development of three consecutive NSPs between 2000 

and 2016 to guide the efforts relating to the AIDS response 

is another important achievement. Using these important 

tools, the partners in South AfricaÕs AIDS response 

have deepened and sharpened their understanding and 

abilities to respond to the challenge at hand, applying the 

knowledge they have gained to ensure the effectiveness of 

the programme. Among the key achievements on this front 

over the years is the expansion of antiretroviral therapy 

to all children aged under 1 year, all pregnant women, all 

TB-HIV coinfected patients with a CD4 count of less than 

350 cells/  and foreign nationals.

Also worth noting is the fact that efforts to reduce new  

HIV infections are beginning to bear fruit: HIV incidence in 

the group aged 15Ñ49 years have declined from 1.79%  

in 2008 to 1.47% in 2012. More efforts, however, are needed 

to ensure that the high HIV incidence among young women 

is addressed.

Recent statistics provided by the Department of Health 

show that the number of people on antiretroviral therapy  

in South Africa grew from 2.5 million in March 2013 to  

3.1 million in March 2015, making this the largest programme 

of its kind in the world. Life expectancy also has risen, 

increasing by eight years (to 61 years) between 2006  

and 2012. 

Growth has been recorded in programmes aimed at key 

populations, such as sex workers, men who have sex with 

men and prisoners. These programmes include campaigns 

to educate the public on human rights and non-discrimi-

nation, which seek to ensure that constitutional values are 

maintained during day-to-day interactionsÑincluding the 

provision of therapy and care servicesÑwith people who are 

living with HIV or TB. Knowledge, attitudes, behaviours and 

practices relating to HIV and TB also have been affected by 

the various programmes of the multisectoral response. 

What are the key challenges? 

The achievements detailed above have been made in spite 

of a myriad of challenges. One of the challenges relates to 

health system failures in the supply of medication. These 

failures threaten further roll-out of antiretroviral therapy, 

and efforts are needed on this front in order to strengthen 

IN CONVERSATION WITH 

KGALEMA MOTLANTHE 
Champion for an AIDS-Free Generation in Africa 

Former President of South Africa
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the health system so that it can provide the necessary 

health care services. 

Linked to this is the challenge posed by insufficient access 

to health-care services, particularly for key populations. 

Heterosexual men also need specific attention.

Poverty, unemployment, alcohol abuse, gender violence, 

teenage pregnancy and access to male circumcision and 

condoms all are factors in the spread of HIV, and they 

require concerted efforts.

Another challenge is the apparent rise in high-risk sexual 

behaviour, which threatens to reverse the inroads that have 

been made. Work to increase peopleÕs knowledge about  

HIV and AIDS must be intensified, and people must 

be encouraged to take more responsibility (including 

continuing with therapy) in order to end the epidemic. 

An appropriate monitoring and evaluation system that 

takes international and national indicators and targets into 

account is important when determining the effectives of 

the AIDS response. Currently, the monitoring and evaluation 

system in South Africa remains rudimentary. This must  

be addressed so that the necessary information is available 

to inform implementation and decision-making related to 

the response.

The cost of the AIDS and TB responses is another key 

challenge, one that is exacerbated by declining aid funding 

as donors readjust their funding priorities away from South 

Africa to more needy countries. Such developments do not 

augur well for South AfricaÕs AIDS response, particularly in 

the face of its need to expand its reach to all corners of the 

country. Alternative ways of funding the responseÑboth 

domestic and internationalÑare an urgent necessity. Also, 

financing models for local structures, where the response is 

executed, must be investigated.

Lastly, the coordination and clarification of roles among the 

sectors involved in the SANAC must be addressed to ensure 

an effective response. 

What are you hopes for the future of the AIDS response? 

South Africa is in its last year of its NSP 2012Ñ2016, and  

the partners in the AIDS response soon will be engaging in 

the process of reviewing this strategy as part of the process 

of developing a new one that will cover the next five years. 

A mid-term review of the NSP 2012Ñ2016 is currently  

under way, and it will be a crucial contributor to the  

review process. 

Among the key issues to be addressed during the review 

process will be those relating to coordinating the AIDS 

response from national to sub-national structures, taking 

into account the need for bottom-up and top-down 

approaches to co-exist. It also will be important to 

address the challenges of funding the response through 

maintaining and enhancing current mechanisms that 

work, but also through seeking alternative sources for 

funding. Departments other than health and other spheres 

of government will be explored as potential sources of 

funding, and creative mechanisms will be sought to source 

more funding from the business community. Financing 

models will be investigated to ensure that the various 

structures involved in the response have the resources they 

need to undertake the work more effectively. 

Finally, it is important to improve the monitoring and 

evaluation of the response to ensure that relevant 

information is collected and reported. This will elevate the 

effectiveness of the response, informing future planning and 

programmes, and helping to ensure social justice for all.  
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GAPS AND CHALLENGES 

TODAY

1  THE AIDS RESPONSE STILL 

OPERATING IN ISOLATION 

Given the gravity of the epidemic in the early days, the response 
was necessarily targeted and vertical. As we move forward, the 
response must capitalize on the synergies and multiple wins 
achievable through integrated efforts. But the integration must be 
smart, and must respond to the health and service needs of indi-
viduals and their context.

2  FRAGILE AND INSUFFICIENT  

HEALTH SYSTEMS 

In addition to the growing number of people living with HIV who 
are on treatment and living long and productive lives, the burden 
of people living with other long-term noncommunicable condi-
tions will grow. To respond to multiple and complex needs in an 
efficient manner, health systems will require significant resourcing,  
better links to community systems and reform and expansion. 

3  DEVELOPMENT  

CHALLENGES

Regardless of income status, every country has fragile commu-
nities of people who are vulnerable and at risk. Increasingly, the 
world’s poorest people are found in middle-income countries. 
Approaches to reaching the most vulnerable people in all countries 
will be required to account for the changing landscape.

4  WEAK NATIONAL ACCOUNTABILITY 

AND GOVERNANCE STRUCTURES

Tracking progress on the Millennium Development Goals 
heralded a transformation in transparent and systematic tracking 
towards a shared set of goals. Countries’ capacity to manage the 
reporting requirements was often challenged. The sustainable 
development goals will be significantly more complex, with even 
more challenging reporting requirements. 

5  THE GROWING COMPLEXITY OF THE 

DEVELOPMENT LANDSCAPE

The era of bilateral aid and development is transforming. The 
emergence of large and small foundations, powerful civil society 
organizations and the private sector creates a far more interesting, 
but equally challenging, context. New players and stakeholders  
will emerge with fresh ideas, transformational technologies and 
new agendas. 
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ACTIONS FOR THE

FUTURE

1  DEVELOP NEW APPROACHES TO 

SERVICE DELIVERY

The AIDS response built a global health platform that bridges 
community and formal systems and delivers life-long services at 
scale. To reach vulnerable groups and leave no one behind, HIV 
service delivery platforms should be strengthened through conver-
gence with other health issues. Technology will help—but human 
creativity and innovation will drive the changes.

2 BUILD NEW  

PARTNERSHIPS

New partnerships are needed between non-state actors, the private 
sector, governments and multilaterals. The public sector, civil 
society and the private sector must work closely together to shape 
policy and direction. Public–private partnerships decrease uncer-
tainty, improve coordination, align values and goals, and facilitate 
mutual accountability. Public–private financial models can incen-
tivize private investment by sharing and alleviating risks.

3 IMPROVE PEOPLEÕS ABILITY  

TO INFLUENCE THE  

DEVELOPMENT AGENDA

The space for individual, community and nongovernment voices 
must be strengthened and expanded. The meaningful involvement 
of people living with, or affected by, HIV means that systems and 
services are more likely to evolve in ways that respond to real 
needs and are therefore more likely to be sustainable. By using 
health and HIV as an entry point, it is possible to address larger 
issues in society—including human rights, redistribution of 
opportunities, and pursuing social justice to address inequities.

4 DEVELOP ACCOUNTABILITY FOR 

PROGRESS ON THE SUSTAINABLE 

DEVELOPMENT GOALS

Data need to be made more widely and transparently available 
to people in a form that they are able to interpret and use. 
Information drives change, and data drive decisions and account-
ability. The missing piece is often the data. More than being used 
to point to progress and achievements, data should be used to 
foster dialogue within society around emerging issues, and to 
position and prepare the collective response.

5 BUILD ROBUST,  RESILIENT  

HEALTH SYSTEMS

The infrastructure developed for the AIDS response can be used  
as a platform for the expansion of other health issues. Smart  
integration of services provides opportunities to increase the  
entry points for people to access the health system. However, 
transformative systems for healthy people must take into account 
the legal, policy and regulatory environments, and the social and 
cultural contexts that influence access to services. It is vital to keep 
people at the centre while delivering quality, equitable, accessible 
services at scale.
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GLOBAL  
CHANGE 

IN THE BEGINNING, THERE WAS ADVOCACY. 

BEFORE THERE WAS A NAME FOR THE 

DISEASE, BEFORE THE MONEY, BEFORE THE 

INSTITUTIONS, THERE WAS A MOVEMENT 

OF PEOPLE WHO DEMANDED ANSWERS, 

RESOURCES AND A VOICE. PUBLIC HEALTH 

OFFICIALS HAD NEVER FACED SUCH 

A STRATEGY. EARLY AIDS ADVOCATES 

APPLIED POLITICAL ACTIVISM TACTICS. 

THEY MADE HEALTH A HUMAN RIGHT. 

THEY ALSO MADE IT THEIR BUSINESS TO 

UNDERSTAND THE SCIENCE BEHIND THE 

DISEASE EVEN AS RESEARCHERS WERE 

LEARNING ABOUT IT THEMSELVES. THIS 

COMBINATION MADE FOR A POWERFUL 

ADVOCACY PLATFORM.
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ADVOCACY 
AT A GLANCE

5 LESSONS 
LEARNED

1.
Put people f i rst . 

2.
Connect hearts 

and minds.

3.
Keep human r ights 

a  pr ior ity of  the 

AIDS response.

4.
Match resources  

to promises.

5.
Ensure 

accountabi l i ty 

for  pol i t ical 

commitments.

DATA  P O I N T
Total number of HIV news stories in selected media outlets, key events  

and cumulative United States AIDS cases from 1981 to 2002

03
DEMANDING A FULLY-FUNDED 

RESPONSE.

04
TAKING THE AIDS EPIDEMIC TO 

THE CORRIDORS OF POWER.

 

05
AMPLIFYING THE VOICE OF 

PEOPLE LIVING WITH HIV.

01
SAVING LIVES THROUGH 

DIRECT ACTION.

02
MAKING ACCESS TO HIV 

TREATMENT A REALITY.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE 
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AIDS is 
defined for

the first time

HIV Identified as the 
cause of AIDS

AZT approved 
for use in the 
United States

Rock Hudson is 
 the first public 

figure to disclose 
he has AIDS

Ryan White dies 
of AIDS

Magic Johnson 
announces he is  
living with HIV

Arthur Ashe 
dies of AIDS

First protease 
inhibitors approved 

by the FDA

First human trial of AIDS 
vaccine begins in US

South African 
President Mbeki 
questions link 
between HIV 

and AIDS

Creation of  
the Global Fund

Cumulative number of United 
States AIDS cases 

Number of HIV-related 
news stories 

Source: United States Centers for Disease Control and Prevention 
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5  ACTIONS FOR  

THE FUTURE

01
Harness innovation to reinvent AIDS 
advocacy for a new era.

02
Inspire a new generation of activists  
and advocates.

03
Broaden the partnership platform.

04
Close the gaps.

05
Keep the focus on people.

5 GAPS AND CHALLENGES 

MISPERCEPTION THAT THE AIDS 

EPIDEMIC IS ALREADY OVER.

MAINTAINING AND BUILDING 

MOMENTUM FOR ENDING THE  

AIDS EPIDEMIC.

COUNTERING STIGMATIZING  

LAWS AND POLICIES.

FEWER RESOURCES FOR ADVOCACY.

THE AIDS RESPONSE HAS BECOME 

A MORE COMPLEX NARRATIVE WITH 

FEWER STORYTELLERS.

5 MILESTONE MOMENTS 
THAT INFLUENCED THE  

AIDS MOVEMENT 

JUNE 2000 

Mark Schoofs wins the Pulitzer Prize for 
international reporting for his eight-part series, 
AIDS: the agony of Africa. By 2000, media 
coverage has increased across the globe with 
dedicated journalists reporting from high-
burden countries. The AIDS epidemic brings 
forward a new wave of journalists focused 
exclusively on global health.

JULY 2000

“Breaking the silence” is the theme of the first 
International AIDS Conference held in Africa. 
The story of 11-year-old Nkosi Johnson helps 
focus global attention on the HIV treatment gap 
between developed and developing countries. 
The conference accelerates the movement for 
global treatment access. At the closing, former 
President Nelson Mandela electrifies the 
audience and validates the AIDS movement.

JUNE 2001

The United Nations General Assembly Special 
Session on HIV/AIDS is the first in United 
Nations history to focus on a health issue. 
Member States adopt the Declaration of 
Commitment on HIV/AIDS: Global Crisis—
Global Action, establishing a number of goals 
to accelerate the AIDS response. Recognizing 

Creating a generation of activists.

Focusing on rights-based empowerment.

Helping the movement look beyond  
the disease.

Instilling the principle of leaving  
no one behind.

Opening the doors to  
non-traditional partnerships.

the key role played by activists, people living 
with HIV and researchers, the United Nations 
includes civil society in the special session and 
its preparation.

MARCH 2002

The Global Fund to Fight AIDS, Tuberculosis 
and Malaria (Global Fund) opens its doors and 
begins to inject significant new funding into 
the global AIDS response. Civil society plays a 
major role in determining funding priorities, 
through the Global Fund’s country coordinating 
mechanisms.

J U N E  2 0 1 1

Focus begins to shift from responding to the 
crisis to ending the AIDS epidemic. The United 
Nations High-Level Meeting on AIDS brings 
more than 30 Heads of State and Government 
together with policy-makers and advocates to 
evaluate progress towards and update the goals 
agreed to in 2001 and 2006. In the 10 years 
between the meetings, millions have gained 
access to HIV treatment and care; however, the 
global response still faces significant challenges.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE  
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L IGHTS,  
CAMERA, ACTION

The advocacy movement in the  

AIDS response has experienced a 

number of growth phases.  

HIGH STAKES

The Executive Director of UNAIDS had sensed something was 
off—despite its large investment in HIV treatment, the number 
of people accessing antiretroviral therapy in South Africa seemed 
to be small. It was autumn 2009 and technical teams in Geneva, 
Switzerland, were pouring over data and spreadsheets with their 
counterparts in South Africa to do the analysis to find out why.

At 6.2 million [5.9 million–6.7 million], South Africa had the 
highest number of people living with HIV in the world, with the 
highest need for life-saving treatment.  

When the teams looked at the cost comparisons of antiretroviral 
medicines across Africa, they found an anomaly. These data would 
become the basis of high-stakes advocacy with a newly sworn-in 
President. 

After the data analysis was confirmed, the circle of actors was 
widened as political and advocacy considerations were now being 
mulled over—how best to make this announcement with the first 
of December just around the corner?  

Decision made, the stage was set and on World AIDS Day 2009 
UNAIDS Executive Director Michel Sidibé joined South African 
President Jacob Zuma in Pretoria and asked, why was South Africa 
paying more than double its neighbours were paying for life-saving 
antiretroviral medicines? 

It was a shocking question. 

The reason for the high costs could be attributed to South African 
Government policy requirements to procure medicines from 
domestic sources. This had resulted in a virtual monopoly and, in 
the case of antiretroviral medicines, sky-high prices. 

Ignorance = Fear; Silence = Death 
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The choice between doubling the number of people on HIV 
treatment without increasing the current budget, or protecting the 
interests of business, was an easy one.  

South African Health Minister Aaron Motsoaledi was ready for the 
question and stood his ground, even as opposition from different 
sectors piled on the pressure. 

In 2010, a new tender for antiretroviral medicines in South Africa 
was opened for global competition. Working together with the 
Minister of Finance and with political support from the UNAIDS 
Executive Director, the result was that from 1 January 2011 to 
31 December 2012 several South African companies previous 
providing antiretroviral medicines lowered their prices and won 
the contracts. The massive reduction in the prices of antiretroviral 
medicines resulted in a 53.1% reduction in the cost of the total 
tender, which translated to a saving of more than US$ 500 million.   

And a year later, President Zuma announced an increase to the 
national AIDS budget by 30%. Today there are 3.1 million people 
accessing HIV treatment in South Africa. 

With rapid increase in access to HIV treatment, quality became 
an overriding concern for health-care providers. The cost of viral 
load tests, which helped demonstrate if treatment was having an 
impact, was very high. 

Advocacy now took one more turn. UNAIDS, together with the 
Clinton Foundation, approached South Africa to see if this deal 
could be leveraged to benefit other countries. South Africa put 
forward a condition that the company lowers the prices for other 
developing countries too. Thereafter, Roche announced a major 
Global Access Program to sharply lower the price of HIV viral 
load tests in low- and middle-income countries. This new initiative 
creates a ceiling price of US$ 9.40 per test, and will reduce Roche’s 
average price by more than 40% in low- and middle-income 
countries. When fully implemented, the Global Access Program is 
projected to save more than US$ 150 million in costs over the next 
five years.

The formula for successful advocacy for results comes from a 
combination of data and analysis, willingness to take risks, politics, 
timing and, most importantly, relationships. The AIDS advocacy 
movement is historic, at times controversial and has saved millions 
of lives. Period.

There has never been anything like it before and may never be 
anything like it again. The AIDS advocacy movement brilliantly 
connected hearts and minds to achieve remarkable results. It put 
people first, making HIV not only a health issue, but a human 
rights issue as well. And it provided the world with an invaluable 
template on how to build and sustain a movement that creates 
global change both in the poorest villages of the world and in the 
corridors of power at the highest levels of government. 

PUTTING PEOPLE FIRST

Before HIV, the focus of a disease was on the pathogen that caused 
the illness. From a scientific standpoint, that makes perfect sense. 
Then came the AIDS advocacy movement, which literally changed 
the face of how we look at diseases by putting a face on the disease 
itself. The focus was no longer just on the pathogen, it was also on 
the person.

The concept that a disease could impact entire communities—
people who were ill, as well as the people who loved, cared for and 
depended upon them—was largely unexplored before HIV. So, too, 
was the idea that the individuals and communities could also help 
to direct the response to it.

Early AIDS advocates came together primarily to seek information 
and support. The focus soon expanded from self-care to caring for 
others, both directly and through demands for more effective and 
compassionate responses from governments, health-care systems 
and societies.

In the face of a slow and often negative response from society’s 
leaders, individuals affected by HIV became leaders themselves. 
Out of necessity, ordinary citizens became knowledgeable about 
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the science behind AIDS, advocacy and fundraising. Small 
self-help groups became increasingly powerful activist coalitions. 
Grassroots activism flipped the paradigm of decision-making and 
political influence as communities took ownership of their own 
health and well-being.

Like HIV itself, grass-roots, people-focused responses took hold 
in communities around the world that, at first glance, appeared 
to have very little in common. Yet, despite economic, social and 
political differences, the movement for a people-focused response 
to HIV has affected, and in many cases transformed, the response 
to HIV in virtually every corner of the world.

In essence, the AIDS advocacy movement could easily be deemed 
a human rights movement. By putting people first, AIDS activists 
made human rights a focal point of their advocacy efforts. It was 
not just about managing the disease, it was also about addressing 
the issues confronting people living with HIV. For example, ample 
evidence from the HIV experience demonstrates that punitive 
laws, policies and social norms accentuate stigma, discrimina-
tion, fear and misinformation. At the same time, many of these 
approaches also enhance HIV transmission and risk by driving the 
individuals and communities that most need accurate information 
and support further underground.

Approaches to the AIDS epidemic based on respect for human 
rights emphasize the creation of enabling legal and social envi-
ronments, the dissemination of clear and accurate information 
and access to quality services without discrimination. In the 
mid-2000s, advocacy efforts focused on key populations for which 
access to HIV treatment, care and support have been hampered 
or denied. A key mantra of the AIDS advocacy movement is that 
health outcomes are higher when human rights are promoted 
and protected. (1) Promoting and protecting human rights is now 
recognized as a fundamental precursor to, and central component 
of, efforts to control and prevent not only HIV but countless other 
health challenges as well.

CONNECTING HEARTS AND MINDS TO 

ACHIEVE RESULTS

Early on, AIDS activists surmised that to achieve results they 
would need to appeal to the hearts and minds of the public, 
government officials and all those who could make a difference in 
addressing the AIDS epidemic. Accomplishing this goal was not 
an easy task. Fear and stigma around the disease often brought out 
the worst in many individuals and institutions. Discrimination 
against people living with HIV, or perceived to be at risk of 
contracting the disease, was rampant. Hospitals often refused to 
provide humane treatment for individuals living with HIV.  
Schools expelled students perceived to be at risk and families 
affected by HIV were driven, sometimes violently, from their 
communities. While brave individuals and organizations 
countered these trends, the roots of discrimination were deep and 
transcended national borders.

Against this backdrop, advocates worked to dispel myths about 
the disease and increase public awareness and education. In 
many cases, the simple willingness of an individual to identify 
as a person living with HIV and to demand appropriate care and 
services was a powerful display of activism. As time advanced, so 
did the tactics of the advocates. Campaigns increasingly focused 
on bringing a human face to the AIDS epidemic, illustrating the 
universal impact of the disease and uniting all people around a 
common cause.

The introduction of the red AIDS ribbon and the AIDS quilt in 
the 1990s successfully expanded the AIDS movement to larger 
segments of society by providing a visible way for millions of indi-
viduals to express their support. By 2000, advocates were starting 
to see tangible results. Voices representing people  
living with HIV were being heard in decision-making meetings 
and resources were growing. Appealing to hearts and minds  
was working.

2001 November

2002

Global Fund to Fight AIDS, Tuberculosis and Malaria 

(Global Fund) is established.

Doha Declaration of the Trade-Related Aspects 

of Intellectual Property Rights (TRIPS) agreement 

states that TRIPs should not prevent states from 

dealing with public health crises.
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EMPATHY CAN HELP 

END THE EPIDEMIC

ELTON JOHN
 Founder, Elton John AIDS Foundation

I have some good news. One of the single biggest  

changes that could radically improve the fight against  

AIDS is free. Compassion.

I mean it quite literally. I know itÕs true because compassion 

saved my life, and there is now scientific evidence and long-

standing experience that it can save millions more.

When I was in rehab, they taught me that Òyour secrets 

make you sickÓ. Years of internalized homophobia had 

caught up with me. By showing me love and compassion, 

they taught me to believe in myself. If they hadnÕt helped 

me to confront that stigma, I wouldnÕt be alive today.

Last year, I met a young Ugandan woman who IÕll call 

Waangari. When she was 16 she was raped by her broth-

er-in-law. She knew it would devastate her sister, so she 

never told a soul. Instead, she sank into shame.

She later married a man who took her to Britain, where  

he began beating her regularly. Alone and afraid, she fled  

to a shelter and was told at a medical check-up that she  

was both pregnant and HIV-positive. When Waangari  

went for treatment, the nurse on the antenatal ward  

told her she could not bathe on hospital property because 

of her condition and told the staff to be sure she was 

isolated. It was so unbearable that she stopped going for 

check-ups or treatment.

By showing Waangari contempt rather than compassion, 

that health-care provider risked causing a negative chain 

reaction. Waangari could have gotten sick; her baby could 

have gotten sick; and either of them could have later passed 

HIV on to others, who could have passed it on to others, and 

so on. The potential human and financial costs of the nurseÕs 

contempt are incalculable, and yet scenarios like this are 

playing out every day, all over the world.

Waangari got lucky. A few months later, her general practi-

tioner apologized when she heard this story and arranged 

for an obstetrician to meet her at the bus stop and walk 

with her on to the ward. Waangari was so moved by this 

experience that after her child was born, she sought training 

as a nurse. Today, she is showing love and compassion every 

day to her own patients.

Care and compassion transformed WaangariÕs challenge 

into an opportunity. I have heard stories just like hers at 

projects funded by my foundation in the Russian Federation, 

Ukraine, South Africa and Washington, DC.

Fifteen years ago, we funded a coalition of activists, many of 

whom were people who had previously used drugs, called 

the All Ukrainian Network of People Living with HIV. They 

were largely seen as dregs of society in their own country. 

We believed they were best positioned to shape solutions 

that would work for their community and deserved trust, 

compassion and a voice.

Over the next four years, we continued to support the 

NetworkÕs development, knowing that being an organization 

that is Òof, by and forÓthe community brings unique chal-

lenges, but we persevered, offering not only funding but 

also mentoring and advocacy.

The Network grew in professionalism and the ability to 

represent its members. In 2006 it outbid the Ministry of 

Health to become a co-Principal Recipient of the Global 

Fund to Fight AIDS, Tuberculosis and Malaria, a key imple-

menter of essential prevention, treatment and support 

services in Ukraine, now reaching 30 000 people in need 

each month. This turned out to be both the morally right 

and the smart thing to do to make a real impact on the 

epidemic in Ukraine.

While compassion alone will never end AIDS, we cannot 

achieve an AIDS-free generation without it. Compassion 

defeats stigmaÑtowards people with HIV, towards lesbian, 

gay bisexual, transgender and intersex people, towards 

people who use drugs, and towards others who are being 

left out and left behind. Compassion makes health-care 

resources work better, compassion makes laws and policies 

tip towards human dignity and social justice, and compas-

sion transforms patients into advocates.

Compassion saved my life when I was sick. It saved 

WaangariÕs life, and it led her to save the lives of others. 

I have seen compassionate doctors, nurses, community 

workers and politicians save countless lives around the 

world. They see beyond the virus, the stigma and the 

stereotypes: they see human beings with dreams, despairs 

and desires just like their own. Compassion costs nothing, 

but it makes a world of difference.  



176

Why did you decide to focus your philanthropy on AIDS? 

I canÕt remember a time when AIDS wasnÕt a presence in 

my life. As a South African, I saw its impact all aroundÑour 

neighbours were sick, communities were scared, and 

people struggled to get drugs for treatment. The stigma 

surrounding the disease was brutal. But slowly, year by 

year, our country transformed because of activism and the 

support of the South African Government and the global 

community. Now, South Africa has the largest treatment 

programme anywhere, and the world is on the cusp of 

seeing our first HIV-free generation. In such a short time, 

with such a complex disease, we have come further than 

anyone could imagine, but we are not finished yet. We canÕt 

stop fighting before we truly stop this epidemic, which is 

why this work is the focus of the Charlize Theron Africa 

Outreach Project. Working with partners on the ground, we 

want to do everything we can to ensure young people donÕt 

become infected with a disease we know how to prevent.

What are some of the challenges facing young  

people in Africa today? 

ItÕs unconscionable that adolescents are the only group 

that has not seen a decline in AIDS-related deaths in recent 

years. In fact, AIDS is the number one killer of adolescents 

in Africa, and the number two killer of adolescents globally. 

Young women and girls are especially hard hit. They are 

often forced to drop out of school, to exchange sex for 

money or to marry young. Imagine the life of a young 

girl faced with violence and abuse. Each of these experi-

ences increases their vulnerability to HIV. In South Africa, 

OUR FUTURE  

TODAY

CHARLIZE THERON
Founder, Charlize Theron Africa Outreach Project 

United Nations Messenger of Peace

adolescent girls account for more than 70% of all new HIV  

infectionsÑapproximately 400 per week. ItÕs an outrage. We 

must act swiftly, fiercely and collectively to turn this around.

What inspires you? 

I am inspired by many things. Seeing a young boy shyly 

raising his hand in a sex education class for the first time, 

and witnessing moments when barriers are broken down 

and peopleÕs differences are not feared but celebrated. 

Nkosi Johnson remains a great inspiration to me. In his  

short life, he taught the world something that only a 

12-year-old couldÑin all his innocence he reminded us we 

are all the same.

I want an HIV-free generation to be the legacy of our gener-

ation, and for us to live in a world that embraces what Nkosi 

stood forÑequality, compassion, love. An AIDS-free future 

can be our future, but everything hinges on this critical 

moment in time. We have a window of opportunity that 

wonÕt stay open forever. Either we intensify our efforts and 

end AIDS, or we witness the reversal of hard-won gains and 

see millions of lives impacted.

No matter how big or how small our actions are, we all  

have the power to make our world betterÑto raise 

awareness and resources and to advocate for anyone 

without a voice. My inspiration is driven by the day when 

this generation of young people is empowered to lead 

healthy, productive lives, and when an AIDS-free future is 

not tomorrow but today.  
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During the first decade of the twenty-first century, the explosion  
of technology allowed people to communicate more easily and 
more freely. Advocacy moved online, bringing information on 
HIV and resources into people’s homes and to their mobile tele-
phones, initiating an era of focused outreach campaigns around 
HIV prevention, treatment, care and support. There was truly a  
proliferation of new opportunities to disseminate information, 
challenge stigma, counter isolation, engage youth and promote the 
values of the AIDS advocacy movement. Reaching people became 
more sophisticated and targeted, broadening the movement for 
greater impact.

TURNING PROMISES INTO ACTION

From its inception, the AIDS activist movement demonstrated 
a sophisticated understanding of the connections between 
action and funding, as well as those that link inaction and lack 
of funding. The success of these efforts has been unprecedented. 
Funding to address the AIDS epidemic in low- and middle-income 
countries grew from US$ 4.8 billion in 2000 to US$ 20.2 billion 
in 2014. 

How this remarkable increase in funding was achieved 
demonstrates how AIDS advocacy has changed the global dynamic 
around fundraising for health. AIDS advocacy was no longer 
comprised only of activists—AIDS advocacy recruited policy-
makers, scientists, celebrities, religious leaders and people living 
with HIV to make the case for increased funding not only for 
humanitarian purposes but also as a critical investment in global 
development, security and stability.

Advocates have played a key role in lobbying national govern-
ments to meet pledging promises, largely emanating from the 
Millennium Declaration. Campaigns such as “Keep the promise” 
kept the pressure on governments to follow through on their 
funding commitments. Similarly, international organizations 
charged with funding and directing the response have been 
held accountable for the responsible and transparent use of the 
resources mobilized.

Over the course of the AIDS epidemic, the efforts of advocates 
have transformed HIV from an issue almost universally over-
looked by political leaders to one that is now almost universally 
acknowledged as one of the greatest health and development 
challenges of our time. United Nations declarations provide an 
invaluable framework to track and monitor country progress, 
adding a new dimension to accountability and transparency  
to the response.

AIDS advocates know, however, that promises made can never 
be taken for granted. Activists still struggle to keep HIV high on 
political agendas and to ensure that political attention to HIV 
produces policies that are evidence-informed and centred in a 
respect for human rights. Still, the consistent political attention 
paid to HIV today, from national assemblies and parliaments 
to the United Nations, must be recognized as one of the most 
significant achievements of the AIDS advocacy movement. 

2002

2002

Core indicators for monitoring the  

Declaration of Commitment  

on HIV/AIDS are developed.

Centre for the AIDS Programme of Research in 

South Africa (CAPRISA) is established
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1 MISPERCEPTION THAT THE AIDS 

EPIDEMIC IS ALREADY OVER

Successful efforts to increase access to HIV prevention, treatment 
and care—in particular, the positive impact of antiretroviral 
therapy on health and life expectancy for people with access 
to treatment—have led some to believe that the global AIDS 
epidemic is over. In reality, despite significant successes and 
decreases in the global rate of new HIV infections, too many 
people are becoming newly infected with HIV and too many 
people are dying from AIDS-related causes. At the same time, 
17.1 million of the 36.9 million people living with HIV today not 
knowing their status (2), and mistaken perceptions that the AIDS 
epidemic is ending, or already over, could break the momentum of 
what has been a highly successful AIDS response.

2 MAINTAINING AND BUILDING 

MOMENTUM FOR ENDING THE  

AIDS EPIDEMIC

Within the proposed sustainable development goal (SDG) 
framework, HIV is no longer a stand-alone goal, as it was in the 
Millennium Development Goals (MDG). It is now grouped with 
other health issues. While the HIV advocacy movement has always 
placed itself within the context of other health challenges, and has 
generated considerable benefits for related health areas, merging 
HIV with other disease areas in the SDG framework could 
generate competition for resources and attention between disease 
areas. HIV campaigners must also recognize that advocates for 
other causes have learned a great deal from AIDS advocates and 
have improved the effectiveness of their own activism as a result. 
AIDS advocates will need to provide clear guidance on the impor-
tance of HIV being addressed, if not as a stand-alone goal, then as 
a key deliverable of the post-2015 framework. 

3 COUNTERING STIGMATIZING LAWS 

AND POLICIES

An incontrovertible and ever-increasing body of evidence demon-
strates that the best approach to reducing HIV infection and 
increasing well-being for people affected by the AIDS epidemic 
is to ensure access to non-judgemental, non-discriminatory and 
evidence-informed HIV prevention, treatment and care services to 
everyone in need.

GAPS AND CHALLENGES 

TODAY
Advocacy to raise awareness of the disturbing number of laws 
and policies implemented in recent years has helped to highlight 
how these laws and policies further marginalize and stigmatize 
key populations in particular need of HIV services and support. 
Among these are men who have sex with men, transgender people, 
sex workers and people who inject drugs. Laws or policies that 
criminalize gay and other men who have sex with men, make it 
more difficult for sex workers to get HIV prevention information 
or services or prevent people who inject drugs from doing so more 
safely or from accessing treatment, result in driving key popula-
tions further from services and exacerbate the AIDS epidemic. 
Greater advocacy efforts aimed at stopping these discriminatory 
practices and replacing them with laws and policies that are 
evidence-informed and firmly centred around human rights are 
key to avoiding a resurgence of the AIDS epidemic and should 
continue to be a major focus for advocacy efforts.

4 FEWER RESOURCES  

FOR ADVOCACY

There are far fewer resources today focused on advocacy. Funding 
has shifted towards other areas of the AIDS response, such as 
service delivery. However, advocacy needs remain.

Without voices for acceleration and accountability, a dangerous 
complacency can set in—a phenomenon that has been seen 
already, with detrimental results. Several countries have seen 
recent spikes in rates of new HIV infections, including Uganda, 
which had been quite successful in early advocacy efforts. 

5 OVER TIME, AND WITH GREATER 

UNDERSTANDING OF THE AIDS 

EPIDEMIC, THE AIDS RESPONSE HAS 

BECOME A MORE COMPLEX NARRATIVE 

WITH FEWER STORYTELLERS.

The AIDS response has at once been simplified and, at the same 
time, grown more complex. As evidence has shown the world what 
works, it has required the scale-up of more specialized systems. 
The story of AIDS is growing more complex and nuanced. 

The good news is that more people are on treatment and living 
longer. However, this has meant that some policy-makers feel 
that funding levels can be decreased. The fact is that it is just the 
opposite. Thankfully, people living with HIV are alive and well and 
active members of society. Despite this, they still need treatment 
and care. In fact, they need more treatment and care because they 
are living longer.

The AIDS advocacy movement has been blessed with high-profile 
champions, such as Bono and Elton John, who have dedicated 
their hearts, minds and time to raise awareness about HIV. There 
is now a need for more champions with an understanding of the 
past and knowledge of the present who can be leveraged to end the 
AIDS epidemic. 
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ACTIONS FOR THE 

FUTURE

1 HARNESS INNOVATION TO REINVENT 

AIDS ADVOCACY FOR A NEW ERA

More than 30 years ago, AIDS advocacy was the definition of 
disruption. Advocates now need to identify how to become the 
disruptors of tomorrow.

For example, in today’s increasingly digitized and mobile world, 
the days of one-size-fits-all campaigns are numbered, if not 
already over. Now, developing messages that resonate and inspire 
increasingly requires tailoring information that appeals to specific 
demographics. Big data can play a role in deciphering what 
motivates key audiences and how to reach them most effectively. 
Innovative approaches to activism can enhance impact and 
provide target audiences with customized resources to respond 
and get involved. Young people are not just consumers, but 
producers of content and have social currency and impact far 
beyond their immediate circle of contacts. Do-it-yourself social 
media campaigns that young people can customize, own and lead 
could help renew interest and awareness around HIV prevention.

Related to this is the need to increase the global investment in 
activism through innovative efforts to secure funding for  
advocacy, as an essential component of the AIDS response, at the 
global, regional and country levels. Linking with other effective 
advocacy organizations and movements could also help to  
transfer knowledge and know-how, while making the most of 
limited resources.

2 INSPIRE A NEW GENERATION OF 

ACTIVISTS

More than 22 million people, 6 out of 10 people living with HIV, 
are still not able to access treatment. Clearly, advocacy still has an 
important role to play in closing the treatment gap. Not long ago, 
the quest for fundamental treatment access, in both the developed 
and developing worlds, united a global movement of activists and 
propelled their efforts to ensure treatment for millions who had 
previously been left outside the health-care system. Today, a new 
HIV prevention and treatment access movement is needed. Rallying 
today’s generation of people living with HIV, many of whom have 
never had the opportunity to participate in an activist movement, 
could provide the energy, enthusiasm and commitment to meet 
future challenges and get this job done.

3 BROADEN THE  

PARTNERSHIP PLATFORM 

Since the beginning of the AIDS epidemic, there has been a 
complete technology transformation. Advocates must forge new 
relationships and partnerships that leverage the opportunities these 
new platforms bring. The very definition of partnership and engage-
ment is changing—concentrated, high-intensity pressure applied 
to a small group of leaders is not the only strategy available. With 
multiple channels and the advent of big data, there are new ways to 
reach the right people, at the right time, with the right message. 

4  

CLOSE THE GAPS

Advocacy has a special role to play in shining a light on the gaps. 
For example, while the rate of new HIV infections is declining 
slowly overall, some key populations are not sharing in the 
benefits. One case in point: today, the incidence of HIV among 
gay men and other men who have sex with men is rising in several 
parts of the world. Globally, gay men and other men who have sex 
with men are 19 times more likely to be living with HIV than the 
general population. One international review concluded that only 
one in 10 gay men and other men who have sex with men receive 
a basic package of HIV prevention options. Clearly, more leaders, 
activists and campaigners are needed to increase peer support and 
information-sharing about HIV prevention and other services 
available to gay men and other men who have sex with men and 
to increase access to services where they are still not available. 
Focusing on gaps such as these in the AIDS response can inspire a 
new generation of advocates whose efforts are still badly needed.

5  

KEEP THE FOCUS ON PEOPLE 

This was the first lesson learned by advocates and will need to be 
kept alive to succeed in reaching the end of the AIDS epidemic. 
Putting people first must remain the rallying cry for the AIDS 
advocacy movement.
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T H E  

F I N A N C I N G 

L E S S O N 
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RESOURCES,
RESULTS 

UNPRECEDENTED INVESTMENTS IN THE 

AIDS RESPONSE HAVE MOVED FROM 

MILLIONS OF DOLLARS TO BILLIONS, 

GENERATED FROM INTERNATIONAL AID AND 

EVER-INCREASING DOMESTIC RESOURCES 

OVER THE LAST FIFTEEN YEARS, EVERY 

DOLLAR HAS COUNTED. NO INVESTMENT 

HAS BEEN TOO SMALL. THE INVESTMENTS 

HAVE COME FROM EVERY CORNER OF THE 

WORLD AND EVERY PART OF SOCIETY.  

AND RESULTS HAVE FOLLOWED.
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5 CONTRIBUTIONS TO

THE AIDS RESPONSE  

Source: UNAIDS estimates, based on GARPR reports through 2015 and on Fast-Track: ending the AIDS 

epidemic by 2030. Geneva: UNAIDS; 2014.

FINANCING 
AT A GLANCE

5 LESSONS 
LEARNED

Financing the  

AIDS response has 

shown that :

1 . 

Pol i t ical  commitment 

for  investments  

in  publ ic  health can 

be created.

2.

Adequate and 

effect ive spending 

leads to s ignif icant 

and measurable 

populat ion- level 

success.

3.

Creat ion of 

innovative f inancing 

mechanisms 

increases access and 

reduces costs .

4.

Community and 

civi l  society 

organizat ions 

can ensure 

accountabi l i ty, 

create demand, 

del iver  services and 

handle resources 

eff ic ient ly.

5.

Country ownership 

of  responses is 

cr i t ical  to effect ive 

ut i l izat ion of 

resources and 

pr ior it izat ion of 

investments.

DATA  P O I N T

03
GAVE ACCESS TO FUNDING FOR 

COMMUNITIES AND CIVIL SOCIETY 

ORGANIZATIONS.

04
CREATED MARKETS AND 

INCENTIVES FOR SCIENTIFIC 

DISCOVERY, INNOVATION AND 

LOCAL PRODUCTION.

 

05
MITIGATED THE IMPACT OF AIDS 

AND INCREASED PRODUCTIVITY.

01
PROVIDED THE FINANCIAL ABILITY 

TO SCALE UP HIV PREVENTION 

AND TREATMENT SERVICES.

02
REDUCED THE COST OF ESSENTIAL 

LIFE-SAVING MEDICINES AND 

COMMODITIES.

Resources and investment portfolio, 2013Ð2030

US$ 29.3 billionUS$ 31.9 billionUS$ 20.4 billion

Treatment

Prevention

Critical enablers

Synergies

Pre-exposure prophylaxis

Cash transfers for girls

28% 

16% 

49% 

7% 

2013

23% 

48% 
19% 

7% 

2% 1% 

2020

21%

5%7%

21%

45%

1% 
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5 ACTIONS FOR  

THE FUTURE

01
Continue donor efforts to fill the gaps.

02
Increase HIV domestic investments 
in all low- and middle-income 
countries based on disease burden 
and country capacity to pay.

03
Optimize HIV responses to generate 
higher impact in areas and populations 
where the epidemic is most severe.

04
Manage transitions from donor to 
country HIV financing.

05
Develop innovative financing to fully 
fund the AIDS response. 

5 MILESTONE MOMENTS 
THAT INFLUENCED HIV  

FINANCING     

JUNE 2001

A global call for US$ 9 billion for the AIDS 
response is made for the first time in an article 
published in Science. This call formed the 
basis for resource mobilization, and demand 
for investments moved from millions of 
dollars to billions.

JANUARY 2002

The Global Fund to Fight AIDS, Tuberculosis 
and Malaria is formed to support country-led 
AIDS responses.

MAY 2003

United States of America President George 
W. Bush announces the creation of the United 
States President’s Emergency Plan for AIDS 
Relief, which has since become the largest 
source of international investments for AIDS.

Novel funding mechanisms of the AIDS response served as models  
for other social sector goals.

Lowering the cost of key commodities through competition, the use of generic 
drugs, flexibilities in the Trade-Related Aspects of Intellectual Property Rights 
agreement, and tiered pricing schemes.

A precedent was established where international assistance programmes could 
focus on both preventive and treatment modalities.

Collaboration in mobilizing resources helped improve the integration of ser-
vices and health system strengthening. 

Unique tools were developed—including the Health Accounts framework and 
disease-specific sub-analyses, as well as in-depth National AIDS Spending 
Assessments—to assist in the prioritization and programme accountability of 
investments in health. 

SEPTEMBER 2006

UNITAID is established by Brazil, Chile, 
France, Norway and the United Kingdom of 
Great Britain and Northern Ireland to provide 
an innovative approach to global health. 
UNITAID facilitates and accelerates the 
availability of improved health tools, including 
medicines and diagnostics.

JUNE 2011

Member States agree at the United Nations 
High-level Meeting on AIDS to mobilize US$ 
22–24 billion annually by 2015.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE  
  

5 GAPS AND CHALLENGES 

THE AIDS RESPONSE STILL REMAINS 

DONOR-DEPENDENT IN MANY 

COUNTRIES. 

SIGNIFICANT FINANCIAL GAPS AT THE 

COUNTRY LEVEL MADE WORSE BY 

INEFFICIENT SPENDING. 

FUNDING FOR CIVIL SOCIETY ORGA-

NIZATIONS IS BEING ROLLED BACK. 

GLOBALLY, AN ADDITIONAL US$ 8Ð12 

BILLION NEEDS TO BE AVAILABLE 

ANNUALLY BY 2020.

RESOURCES ARE NOT ALWAYS 

ALLOCATED TO PLACES AND 

POPULATIONS WHERE THEY WILL 

MAKE THE MOST IMPACT.
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MILLIONS TO BILLIONS

Where there is a will, there is a way. Before 2000, interna-
tional investments for the AIDS response touched about 
US$ 900 million (1), and a handful of countries, like Brazil 
and Thailand, relied on their domestic resources to fund their 
responses. The money available barely made a dent on the rapid 
spread of HIV.

When despair about the epidemic transformed into commitment 
to halt and reverse its spread, however, resources began to flow. 
Commitments came from all sides. In the Abuja Declaration on 
HIV/AIDS, Tuberculosis and Other Related Infectious Diseases, 
African leaders committed to investing 15% of national resources 
on health, including AIDS. The World Bank announced the first 
US$ 1 billion programme for Africa. The Global Fund to Fight 
AIDS, Tuberculosis and Malaria (Global Fund) was created. The 
United States President’s Emergency Plan for AIDS Relief (PEPFAR) 
programme pledged billions. As investments translated into services 
and reached the people on the ground, lives were saved. Children 
returned to school. Men and women went back to work. AIDS 
started to lose.

MAKING THE MONEY WORK

Even as the AIDS epidemic was expanding, the World Bank’s 
lending portfolio for HIV fell from US$ 67 million in 1994 
to US$ 41.7 million in 1997. Despite facing severe epidemics, 
countries were reluctant to approach the World Bank for loans. 

At that time, senior officials at the World Bank admitted that 
the organization was bringing nowhere near the full weight of 
its resources and influence to bear on the epidemic. Many staff, 
refusing to watch over the potential slide of development gains 
in Africa, began advocacy efforts within the organization. As 
officials began to understand that AIDS was a development 
threat and issue, traction grew. Conversations with countries 
began to include HIV, and the World Bank’s focus on AIDS made 
the epidemic a mainstream development topic.

In September 2000, the World Bank’s board approved a multi-
country AIDS programme (MAP), committing an initial 
US$ 500 million, mostly for HIV prevention, with another 
US$ 500 million set aside for when it was necessary. In 
18 months, agreements were in place on the ground, a record 
feat for the World Bank. More and more countries began to line 
up for investments. Finance ministers began to take notice, and 
a new tone was established for funding AIDS programmes.

During the same period, the securitization of AIDS made the 
world take notice of the epidemic in a different but comple-
mentary way. The United Nations Security Council passed 
Resolution 1308, which stated that “the HIV/AIDS pandemic,  
if unchecked, may pose a risk to stability and security” (2). 
These multiple forces set the groundwork for financing the 
AIDS response.

This chapter is divided into three parts. The first part looks 
back at the evolution of HIV financing, where the money came 
from, where it went and how it was spent. The second part 
looks at how much is needed in the future, where the money 
can come from and what to spend it on. The last part looks 
at data from 28 low- and middle-income countries with the 
largest burden of HIV to determine the resources needed to 
end their AIDS epidemics.

PART 1: HIV FINANCING IN THE MILLENNIUM 

DEVELOPMENT GOAL ERA

In 2001, the United Nations General Assembly convened a 
Special Assembly on HIV/AIDS (UNGASS). Member States were 
joined by civil society and many activists. The result was the  
2001 United Nations Political Declaration on HIV/AIDS, which 
set out concrete targets and commitments that were to be 
monitored annually. 

The 2001 Political Declaration was supported by an article that 
appeared in Science. Providing an analysis of the resources 
needed for the response, the article called for US$ 9.2 billion for 

FINANCING  
THE AIDS  
RESPONSE

Investments in the AIDS response have produced results. 
Millions of lives have been saved. Millions of  
HIV infections averted.
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prevention and treatment by 2005 (3). Civil society organizations 
used this figure as a benchmark for their advocacy work and began 
to hold countries accountable to this commitment. Soon, the level 
of funding for the epidemic began to rise rapidly. 

THE BIRTH OF NEW  

FUNDING ARCHITECTURE

Novel architecture was created to speed the funding to where it 
was most needed and reduce the cost of critical commodities.

Two months prior to the UNGASS in 2001, United Nations Secretary-
General Kofi Annan had called for the establishment of a special  
fund for AIDS. Thanks to this call to action—and facilitated by a 
number of other global initiatives—the Global Fund was created, 
beginning operations from Geneva in 2002. It rapidly became the 
largest multilateral health financing mechanism and one of the largest 
donors, not just to HIV and AIDS, but also to tuberculosis (TB) 
and malaria. The Global Fund now invests roughly US$ 4 billion a 
year to support local programmes in countries and communities in 
greatest need. Its funding model allowed it to engage partners and 
implementers more effectively, invest more strategically and leverage 
greater impact.

Several donors reduced their bilateral programmes and channelled 
a large part of their resources through this mechanism. The Global 
Fund’s core principles—supporting country ownership and imple-
mentation, ensuring that funding would be in addition to existing 
funds for AIDS, providing funding based on achieving defined 
targets, and balancing funds between public and nongovernmental 
implementers—provided an alternative way of providing develop-
ment assistance.

The Clinton Health Access Initiative (CHAI) was founded in 2002, 
and it has played a leadership role in the response, working alongside 
governments and other partners to lower the costs of treatment and 
help build the in-country systems that are necessary for providing 
life-saving treatment to millions of people. CHAI has pursued several 
ambitious goals, from scaling up pediatric AIDS treatment in  
order to achieve equity with adults within a time frame few thought 
possible, to rapidly accelerating the roll-out of new vaccines. CHAI 

also has pioneered price reductions for a range of HIV commodities, 
most recently in 2014, when it secured a reduction in the cost of  
viral load tests.

In 2003, then-President of the United States of America George 
W. Bush proposed the creation of a major new initiative for low- 
and middle-income countries that were dealing with the epidemic. 
PEPFAR, the largest bilateral programme in history to focus on a 
single disease, was established as a US$ 15 billion initiative to  
address AIDS. Since then, PEPFAR has invested more than 
US$ 39 billion bilaterally, and more than US$ 44 billion through 
bilateral and multilateral sources.

UNITAID was established in 2006 by the governments of Brazil, 
Chile, France, Norway and the United Kingdom as the International 
Drug Purchasing Facility. Today, it is backed by an expanding North–
South membership, including Cameroon, the Congo, Cyprus, Guinea, 
Luxembourg, Madagascar, Mali, Mauritius, Niger, the Republic of 
Korea, Spain, and the Bill and Melinda Gates Foundation. Using 
innovative financing to increase funding to promote greater access 
to treatment and diagnostics for HIV, TB and malaria in low-income 
countries, UNITAID is the first global health organization to use 
buy-side market leverage to improve life-saving health products and 
make them more affordable for developing countries. Approximately 
half of UNITAID’s resources come from a small levy on airline tickets 
in several countries. The rest is provided primarily by multi-year 
contributions from governments and the Bill and Melinda Gates 
foundation. 

GLOBAL INVESTMENTS ON AIDS: 

INVESTMENT TARGETS HAVE BEEN MET

The 2011 United Nations Political Declaration on HIV and  
AIDS set a resource goal to reach US$ 22–24 billion by 2015 for 
the global AIDS response in low- and middle-income countries. 
Total investments at the end of 2015 are estimated to reach 
US$ 21.7 billion; in 2014, 57% of these investments came from 
domestic sources.

Since the mid 2000s, about half of the total investments in the 
AIDS response combining international and domestic sources 
funded treatment, care and support programmes. However, the 

Global resources for HIV/AIDS in low- and middle-income countries, 2000Ð2014 (in US$ billion)
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Source: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on  
financing the response to AIDS in low- and middle-income countries until 2014; 
OECD CRS last accessed June 2015; GARPR/UNGASS reports; FCAA Report on 
Philanthropic funding Dec 2014.
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AIDS spending by major programme areas, by country income status, 2005Ð2013  

LOW-INCOME COUNTRIES 

2005 2008 2013

2005 2008 2013

LOWER-MIDDLE-INCOME COUNTRIES

UPPER-MIDDLE-INCOME COUNTRIES

Source: UNAIDS estimates June 2015, based on UNGASS and GARPR reports 2005Ð2014. 
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ÒIf the measure of  
a good investment  
is found in the  
numbers, we are  
succeedingÓ 

MACKY SALL
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service mix differs by country, income level and type of epidemic. 
For example, upper-middle-income countries show a higher share 
for treatment, mainly because they face higher prices for antiretro-
viral medicines.

INTERNATIONAL ASSISTANCE FOR AIDS

Since 2000, international assistance has increased approximately 
tenfold, rising from nearly US$ 900 million to US$ 8.6 billion in 
2014. Cumulatively, more than US$ 84 billion was invested in  
the AIDS response during 2002–2014. The United States has 
been the largest donor, with nearly US$ 44 billion invested so far. 
Nearly 88% of all bilateral assistance for AIDS is from the United 
States, followed by the United Kingdom (which has invested 
about US$ 7.5 billion). The Global Fund has disbursed more than 
US$ 15.7 billion for AIDS responses since its inception.

International assistance for AIDS has been instrumental in kick-
starting the rapid expansion of HIV treatment scale-up in the 
majority of the low- and middle-income countries. 

Starting in 2002, international funding was directed at the 
provision of treatment for HIV-infected persons, a major 
departure from most previous international assistance 
programmes. Previously, development assistance had been used 
for short-term treatment of other conditions, such as treating 
onchocerciasis or providing over-the-counter chloroquine for 
malaria, oral rehydration solution for childhood diarrhoea, or 
multidrug therapy for TB. None of these therapeutic interventions, 
however, represented the kind of commitment and investment 
needed for treating a lifelong chronic illness. In fact, international 
donors had generally avoided support for chronic care because 
they were concerned about what they perceived as increasing 
costs, issues of sustainability and lack of viable exit strategies.

The decision to fund chronic treatment with antiretroviral 
medicines, however, has had profound implications for financial 
decisions about the AIDS response, and it has changed the param-
eters of international assistance.

It is estimated that the majority of funding for HIV prevention 
programmes for key populations (including sex workers, gay men 
and other men who have sex with men, people who inject drugs, 
and transgender people) comes from international assistance. 
Over the years, donor assistance has shifted from primarily 
funding prevention to funding treatment, even as resources 
available for both treatment and prevention have grown. 

Resources for HIV from bilateral sources, by region, 
2002Ð2013

Sub-Saharan Africa

Asia Pacific

Caribbean

Eastern Europe and central Asia

Latin America

North Africa and Middle East

Source: OECD CRS last accessed May 2015. The disbursements reported in 

OECD CRS do not include multisectoral disbursements and philanthropic 

disbursements for HIV/AIDS.
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Cumulative disbursements for HIV/AIDS in low- and 
middle-income countries from international donors, 
2000Ð2015

United States 47%

Global Fund 17%

United Kingdom 8%

Philantropic organizations 8%

Other multilaterals 5%

Other bilaterals 4%

Netherlands 3%

Germany 2%

Sweden 2%

UNITAID 1%

Australia 1%

Denmark 1%

Norway 1%

Source: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on 

financing the response to AIDS in low- and middle-income countries until 2014; 

OECD CRS last accessed June 2015.
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The United States Food and Drug Administration 

approves the first rapid HIV diagnostic test kit for 

use in the USA, which provides results with 99.6% 

accuracy in as little as 20 minutes. 

WHO publishes the first edition of its 

guidelines for HIV treatment in resource-

limited settings. These guidelines include 

simplified schemes for treatment and clinical 

diagnosis, including reduced requirements for 

laboratory support. 
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GETTING TO ZERO: 

HOW DO WE KEEP 

FUNDING FLOWING?

MARK DYBUL
Executive Director of the Global Fund  

to Fight AIDS, Tuberculosis and Malaria 
Former United States Global AIDS Coordinator

The greatest lesson learned from the AIDS epidemic about 

generating commitments for resources is the importance 

of political leadership. From President Festus Mogae in 

Botswana, who made the decision to fund antiretroviral 

treatment when the public health experts were saying it 

wasnÕt possible, to United Nations Secretary-General Kofi 

Annan, who conceived of the Global Fund to Fight AIDS, 

Tuberculosis and Malaria and then convinced the Group 

of Eight (G8) to create it, to President George W. Bush, 

who stunned the world by launching the United States 

PresidentÕs Emergency Plan for AIDS Relief (PEPFAR), the 

largest international health initiative for a single disease 

in history, the decisions of key national and international 

leaders drove the domestic and international funding that 

has fuelled the response to AIDS.

But leadership doesnÕt exist in a vacuum, and leaders are  

confronted with many important issues every day. What are 

some of the key factors that drive them to make decisions? 

The most important ones are data that can convince leaders 

that not only is there a big problem, but that there also is 

a solution. The calendars of policy-makers are filled with 

a revolving door of people who bring them big prob-

lemsÑwhat political leaders want is a problem they can 

do something about. And to keep the funding flowing, it is 

essential to set clear targets and show progress towards 

achieving them.

Data on a problem and its solution have to get through the 

protective walls that surround leaders. It is essential to have 

advocates who have access to them, people with no vested 

interested in the topic, who still know how to take compli-

cated data and explain it in five minutes in a way that is 

targeted to the particular sensibilities of each leader. For a 

public health person to push for HIV funding is expected; to 

have Bill Gates and Bono do it gets attention.

Data needs to be packaged for high-level advocates to be 

effective. ThatÕs where the legion of civil society, faith- and 

community-based organizations, think tanks, advocacy 

groups, scientists and public health officials make all the 

difference. From the beginning, it was the community of 

affected people that created the foundation for financing. 

Even if these groups and individuals never had direct 

contact with a high-level political leader, they produced the 

data, experience and arguments that created the ground 

swell that became political action.

Looking to the future, the same factors need to be main-

tained. In fact, they need to be accelerated. We seem to be 

in a period of complacency and some, understandably,  

seem weary. But now is the time to get to zeroÑending the 

AIDS epidemic as a public health threat. Nearly 15 years 

ago, the goal was to stop the dying and to reverse the 

epidemic. If we stay locked in that paradigm, however, we 

will win some battles but lose the war. The two key drivers 

for political leadership to increase fundingÑinternational or 

domesticÑfor the future will be: (1) reducing new infections 

on a slope to reach control, and (2) increased domestic 

finance. All effort needs to focus on those goals or we will 

not get to zero.  
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 International HIV assistance from donor governments, in US$ millions, 2014

Government
Bilateral 

disbursement

Global Fund UNITAID
Total  

disbursement
Total (100%) Adjusted (55%) Total (100%) Adjusted (49%)

Australia 84.8 28.4 15.6  -  - 100.5 

Canada 27.5 176.6 97.1  -  - 124.6 

Denmark  150.5 30.4 16.7  -  - 167.2 

France  49.9 391.5 215.3 105.3 51.7 316.9 

Germany 103.7 317.6 174.7  -  - 278.3 

Ireland 44.4 16.6 9.1  -  - 53.6 

Italy 3.2 40.9 22.5  -  - 25.6 

Japan 16.9 289.0 159.0  -  - 175.9 

Netherlands 168.9 90.5 49.8  -  - 218.7 

Norway 74.9 71.4 39.3  19.2 9.4 123.5 

Sweden 90.6 116.1 63.8  -  - 154.4 

United Kingdom 730.8 640.3 352.2 63.2 31.0 1 114.0 

United States 4 718.3 1 551.9 853.5  -  - 5 571.9 

European 
Commission

12.7 142.7 78.5  -  - 91.1 

Other DAC 56.3 56.6 31.1  4.0 2.0 89.4 

Other Non-DAC -   16.3 8.9  47.1 23.1 32.1 

TOTAL 6 333.3 3 976.7 2 187.2  238.8 117.2 8 637.6 

Other sectors 

(education, environment, 

water, narcotics, 

agriculture, energy)

HIV/AIDS Total health excluding HIV

Official development assistance for selected  
sectors 2002Ð2013
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Sources: UNAIDS estimates June 2015, based on UNAIDS-KFF reports on  
financing the response to AIDS in low- and middle-income countries until 2014; 
OECD CRS last accessed June 2015.

Source: UNAIDS-KFF report on financing the response to AIDS in low- and middle-income countries, 2015.

Note: The study conducted by Kaiser Foundation reports total funding from donor governments through bilateral channels and their contributions to the Global Fund 

and UNITAID. This is not the same as international disbursements for HIV/AIDS in low- and middle-income countries. Donor disbursements may not be translated into 

multilateral disbursements for in-country expenditures/service delivery.

AIDS spending by major programme areas, 
2005Ð2013
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Donor funding also has responded to epidemiological and 
economic changes at the global, regional and country levels.  
In some cases, donors have gradually changed the proportion of 
funding provided to specific countries and regions according to 
assessments of epidemic severity and a country’s potential  
access to other resources. From 2002–2013, for instance, the 
proportional allocation of bilateral resources was reduced in the 
Latin America and Asia and Pacific regions, but it was increased  
in sub-Saharan Africa. 

AIDS INVESTMENTS DID NOT  

HAVE ADVERSE EFFECTS ON  

DONOR ASSISTANCE FOR OTHER 

DEVELOPMENT ISSUES

Even with the potential competition between various vertical 
development assistance programmes (including family 
planning, child survival, maternal mortality reduction and 
expanded access to immunization), increasing AIDS resources 
during this 15 year period do not appear to have had a 
detrimental effect.  

SOUTH AFRICA LEADS 
AFRICA IN FINANCING ITS 

AIDS RESPONSE

South Africa has the largest HIV and TB epidemics in 

the world. The Government of South Africa has played a 

pivotal role in developing, financing and driving the national 

response to HIV and TB.

In December 2009, the Government of South Africa made 

a landmark set of commitments to increase HIV funding 

and expand access to antiretroviral therapy, with the goal of 

treating close to one million new patients with antiretroviral 

medicines over the following two years. 

This commitment meant significantly increased demand 

for, and spending on, antiretroviral medicines. Resources 

increased fivefold, from US$ 135 million in 2003/2004 

to US$ 670 million in 2009/2010. Despite having the 

world's largest antiretroviral treatment programme, 

South Africa had been paying substantially more for its 

antiretroviral medicine than most low- and middle-income 

countries. Bound by the terms of its existing tender for the 

procurement of antiretroviral medicines, the Government 

of South Africa purchased only one third of all products 

at internationally competitive prices in 2010. Considerably 

lowering the prices of medicines for 2011/2012 therefore was 

a major determinant of South Africa's ability to achieve its 

aggressive scale-up goals. 

South Africa was able to implement interventions that 

achieved price benchmarking, robust allocation of prefer-

ence points, price stability, reliability of need estimates and 

transparency of the process, all of which resulted in savings 

that amounted to US$ 640 million between 2011 and 2012 

(or a 53% overall reduction in the cost of antiretroviral 

medicines). This allowed the Government to treat twice as 

many people as before.

CASE STUDY

Domestic spending as a percentage of total resources 
available in low- and middle-income countries, by 
region, 2009-2014.
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A breakthrough comes when fixed-dose combination therapies arrive,  

reducing the number of pills per day from 10Ñ15 to as few as two.  

This promotes adherence to HIV treatment and boosts outcomes. 

African Union commits to increasing access to 

antiretroviral medicines.
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THAILAND'S UNIVERSAL 
HEALTH COVERAGE  

SCHEME COVERS 98%  
OF ITS POPULATION

The Government of Thailand's commitment to addressing 

HIV and AIDS has been demonstrated by high and increasing 

investment in the HIV programme, which went from US$ 431 

per person living with HIV in 2008 to US$ 675 per person 

living with HIV in 2011. Domestic funds have played a major 

role in financing the AIDS response in Thailand; for example, 

the domestic financing share in 2000 was 95% of the total 

investment in AIDS.

A considerable policy shift towards supporting universal 

antiretroviral therapy in Thailand took place in November  

2001, when Thailand's Health Minister pledged to gradually 

extend treatment to achieve full coverage. In 2003, universal 

antiretroviral therapy was formally launched and financed 

through taxation. In 2006, the antiretroviral therapy treatment 

scheme was transferred to the Universal Health Coverage 

Scheme, whichÑalong with smaller civil service and formal 

sector social security medical benefits programmesÑcovers 

98% of the population. It is free at the point of use. 

As a consequence of this broad coverage, the program 

dramatically expanded, going from almost 40 000 people 

receiving treatment in 2005 to 240 000 by the end of 2013. 

This indicates that Thailand has strong health delivery systems 

that can accommodate scaling up programmes. 

Universal antiretroviral therapy was encouraged by multiple 

factors. The Government Pharmaceutical Organization (GPO) 

successfully produced a first-line antiretroviral medicine 

regimen at US$ 360 per patient per year in October 2001. 

This was 96% cheaper than the brand products, and it was 

the most important contribution to policy change. The role of 

national and international treatment advocates was prominent, 

and civic networks made use of the information on antiretro-

viral medicine price reductions to enhance their campaigns. 

Withholding antiretroviral therapy services was no longer 

justified when medicines became affordable.

In August 2013, Thailand extended its existing migrant health 

scheme benefits package to include HIV-related prevention, 

treatment and care, albeit at an increased cost (increasing 

from almost US$ 38.50 per person per year to US$ 62.3 per 

person per year). 

CASE STUDY

It is important to note that in many donor country 
development assistance budgets—particularly that of the 
United States—the funding for a specific health issue often is 
not fungible, so funds allocated for AIDS would not have been 
made available for other health issues. 

Between 2002 and 2013, total official development assistance 
increased threefold, from US$ 54.8 billion to US$ 166 billion. 
The share for health (including HIV) grew almost fivefold, 
increasing from US$ 4.4 billion in 2002 to US$ 27.7 billion 
in 2013. Malaria and TB had a more than 70-fold increase in 
investments over the same period, and HIV increased ninefold. 
Even if a fraction of the amount invested in drug interdiction 
efforts were channelled to public health programmes for people 
who use drugs, a large number of infections could have been 
averted.

DOMESTIC INVESTMENTS IN AIDS

An encouraging sign for long-term sustainability of the response 
was that domestic funding rose alongside increasing international 
funds. While domestic private (mainly out-of-pocket) expendi-
tures have decreased, domestic public resources have consistently 
increased. In 2014, domestic resources constituted 57% of the total 
resources available for AIDS in low- and middle-income countries.

Countries have used a variety of methods and means to increase 
their domestic investments. These include reallocating existing or 
new budgets within the health and social development sectors (as 
seen most recently), using innovative taxes and levies, borrowing 
from development banks, and matching grants from the Global 
Fund with domestic funds. As countries scale up domestic  
public investments, impoverishing out-of-pocket expenditures  
are diminished. 

Between 2009 and 2014, 84 of 121 low- and middle-income 
countries increased their domestic spending on AIDS. Among 
these, 46 countries reported an increase of more than 50%, 
including 35 countries that reported an increase of greater than 
100%. Several countries in sub-Saharan Africa—Democratic 
Republic of the Congo, Gambia, Liberia and Zimbabwe—reported 

Domestic public

Expenditure on antiretroviral therapy in South Africa: 
2009 and 2014
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CONTRIBUTING  

EACH DAY TO 

AFRICAÕS SUCCESS

GEORGE W. BUSH
Founder, George W. Bush Institute 

43rd President of the United States of America

Just over a decade ago, the health emergency for women 

Ñand for everyoneÑwas an uncontrolled AIDS pandemic 

in parts of Africa. But together we have witnessed one of 

the brighter chapters in the human story. A combination of 

global resources and local courage has demonstrated two 

points: they are holding jobs, raising crops, starting small 

businesses, raising children, and contributing each day to 

AfricaÕs success. 

The American commitment to the fight against global AIDS 

has reached across political divisions and administrations. 

Thanks to the President's Emergency Plan for AIDS Relief 

(PEPFAR), the Global Fund to Fight AIDS, Tuberculosis 

and Malaria, UNAIDS and the rising commitments and 

resources of African governments, millions of men, women 

and children are on HIV treatment in sub-Saharan Africa. A 

generation on the verge of being lost has been found. Life 

expectancy is up. Health-care systems have grown stronger. 

Many more people in their most productive yearsÑfrom 

their 20s to their 40sÑare contributing to AfricaÕs economic 

growth. And many have led efforts to end mother-to-child 

transmissionÑthe first and necessary step in creating an 

AIDS-free generation. 

We started the battle against AIDS with a broad, emergency 

response. Now, the great need and hope at this stage 

of the fight is to focus our efforts and resources. Better 

data, better treatment options and better prevention 

approaches allow health officials to reach and help the 

highest-risk regions and groups. Applied with clear goals 

and accountability, this saturation approach presents an 

amazing opportunity: the beginning of the end of AIDS.

While the promise of an AIDS-free generation is at hand, 

other health issues must be urgently addressed at the 

same time. Women living with HIV are four to five times 

more likely to contract cervical cancer. Breast and cervical 

cancer are the leading causes of cancer deaths among 

women in the developing world. It is unacceptable to save a 

womanÕs life from AIDS to watch her die from a preventable, 

treatable diseaseÑcervical cancer. The Bush Institute, in 

partnership with PEPFAR, UNAIDS and Susan G. Komen 

for the Cure, launched a global health initiative to combat 

cervical and breast cancer. Currently, we work in five 

countries in sub-Saharan Africa, and plan to expand to Latin 

America soon. Together with 23 partners, we will save the 

lives of more women and girls and ensure a brighter future 

for them and their families.   



196

80

75

70

65

60

55

50

45

40

Life expectancy at birth, selected countries and 
regions, 1960Ð2015

20151960

Chile

Cuba

United States of America

Latin America and the Caribbean

World

Russian Federation

Kenya

Zimbabwe

Uganda

South Africa

Sub-Saharan Africa

Lesotho

Swaziland

Sources: World population prospects: the 2012 revision. The 2012 Revision.  
New York: United Nations, 2013 (available from hps://data.un.org/Data.
aspx?q=life+expectancy&d=PopDiv&f=variableID%3a68, accessed 2 July 2015). 

more than a 100% increase in domestic spending between 2009 
and 2014. Among the BRICS countries, China reported an 
increase from US$ 238 million in 2009 to US$ 977 million in 2014, 
and India reported an increase from US$ 73 million in 2010 to 
US$ 164 million in 2014. Brazil reported an increase from US$ 654 
million in 2009 to US$ 803 million in 2014.

IMPACT OF CURRENT INVESTMENTS  

IN THE AIDS RESPONSE

In addition to clearly observable declines in new HIV infections 
and AIDS-related deaths, one of the most dramatic impacts of 
investments in AIDS can be seen in the increase in life expectancy 
in the hardest hit sub-Saharan African countries. Life expectancy, 
infant and child mortality and maternal mortality indicators had 
shown how the disease was eroding people’s well-being, particu-
larly in Africa, but those indicators have shown dramatic improve-
ments over the past 20 years, and some of that can be attributed to 
antiretroviral therapy and HIV prevention efforts. 

For the first time in a generation, ending the scourge of the 
global AIDS epidemic is not only feasible, but it is within the 
world's grasp. To accomplish that, however, we must get on a 
fast-track to increase investments in prevention, treatment, care, 
and stigma and discrimination reduction.

Under its ambitious Fast-Track approach, UNAIDS is calling 
for the global community to front-load investments in the 
AIDS response. As states and stakeholders work to agree on 
the sustainable development goals that will drive the post-2015 
development agenda, it is clear that eliminating poverty and 
hunger—and improving health, education and gender equality—
will remain high priorities for global development. Sustained 
progress on these goals in countries with a high HIV preva-
lence will require that the spread of HIV be contained and that 
the impact of the virus on societies (and on peoples’ lives) be 
lessened and marginalized.

The United Nations Secretary-General has called for a future  
free of AIDS, the African Union has called for ending AIDS, 
TB and malaria by 2030, and the United States government has 
called for an AIDS-free generation. Encouraged by the global 
community’s ambitions to sustain progress in ending AIDS, the 
AIDS community has committed to ending the epidemic as a 
public health threat by 2030 (which is defined as a 90% reduction 
in new HIV infections and AIDS-related mortality, as well as 
zero discrimination). 

Achieving these goals translates directly into life, health and 
dignity for millions of people, and into better social, educa-
tional and economic outcomes. It would increase productivity, 
prevent children from becoming orphaned, reduce the incidence 
of TB and defer the health-care costs associated with advanced 
HIV-related illnesses. Investing fully now—and sustaining that 
investment over time—simply makes good business sense.

As we approach the end of the life-cycle for implementing 
Millennium Development Goal (MDG) 6, the progress has been 
undeniable. We can now draw on a substantial list of proven 
interventions for HIV prevention that combat the major modes 
of transmission, including harm reduction for injecting drug 
users, HIV treatment to stop new HIV infections in children, 
condom promotion among sex workers and their clients, the 
use of pre-exposure prophylaxis (PrEP), and male circumcision. 
For treatment, the great breakthrough was the development of 

2003 October

2003 December

WHO and UNAIDS launch the "3 by 5" initiative to 

get 3 million people in the developing world access 

to antiretroviral therapy by 2005.

The William J. Clinton Foundation secures price 

reductions for antiretroviral medicines from generic 

manufacturers to benefit developing nations.
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effective combinations of antiretroviral medicines. These have 
brought almost miraculous benefits to people living with HIV by 
cutting related morbidity and mortality, allowing many people 
to resume normal lives, providing significant benefits to their 
families and communities. 

But continuing with current trends in funding and antiretro-
viral therapy coverage will mean that the declines achieved in 
AIDS-related mortality are only a temporary reprieve. Although 
the prices of first-line antiretroviral medicines have come down 
considerably over the past decade, their success also means that 
a very large number of people are now on treatment for a much 
longer time, and that has implications for overall treatment costs. 
Expensive second- and third-line treatments to combat  
viral resistance remain beyond the means of most low- and 
middle-income countries, which is all the more concerning 
because a proportion of people on first-line therapy could 
develop drug resistance.

The pool of people living with HIV continues to expand 
with new infections. New guidelines from the World Health 
Organization (WHO) that raise the CD4 threshold for 
starting antiretroviral therapy to 500 cells per mm3 means that 
more people living with HIV are eligible for treatment at an 
earlier stage of their infection. The recent Strategic Timing 
of Antiretroviral Treatment (START) study demonstrates the 
dramatic benefits of starting antiretroviral treatment immediately 
after a diagnosis of HIV infection, regardless of the CD4 level. 
This means that the future cost of maintaining an ever-expanding 
pool of people who rely on daily drugs for survival could be 
considered unsustainable.

We are caught in a cycle where current funding trends and HIV 
treatment coverage will ultimately return us to limited treatment 
availability, but this time, there is a much larger pool of people 
living with HIV who require treatment. Without HIV prevention 
services, a vast majority of people at risk will be exposed to HIV 
before they are able to access more expensive services. With a 
cure or vaccine still likely decades away, this cycle would once 
again spell early and painful deaths for millions and threaten to 
derail prospects for sustainable development. 

THE COST OF INACTION

By rapidly bringing high-impact, high-value interventions to 
scale, countries will be able to ensure that the response begins to 
outpace the epidemic itself. In contrast, delaying scale-up merely 
increases the long-term queue for HIV treatment, adds to the 
long-term financing burden for HIV prevention and poten-
tially allows the epidemic to rebound. Acting now to maximize 
scale-up through 2020 is the only feasible strategy for ending the 
epidemic by 2030.

Continuing with business as usual would mean that new infec-
tions will be 10 times higher and AIDS-related deaths 8 times 

PART 2: FAST-TRACK:  

INVESTING TO END THE AIDS EPIDEMIC

Continuing with business as usual would mean that new HIV infections 
would be 10 times higher and AIDS-related deaths eight times higher 
than if the ambitious goals to end AIDS by 2030 are met.

Front-loading investments could reduce new HIV infections by 89% and 
AIDS-related deaths by 81% by 2030. 

Meeting the Fast-Track Targets would result in 28 million HIV 
infections and 21 million AIDS-related deaths being averted between 
2015 and 2030.

Current investments in the AIDS response are around US$ 20 billion 
a year. Increasing that by US$ 8–12 billion a year in order to meet the 
Fast-Track Targets for 2020 and 2030 would produce benefits of more 
than US$ 3.2 trillion that extend well beyond 2030.

The full income return on investment is US$1 investment for  
US$17 economic benefits.

Domestic financing for the AIDS response can be boosted by 
reallocating government budgets so they are in line with disease 
burden and by introducing earmarked AIDS-taxes.

AIDS programs can be made more efficient, thus freeing  
significant resources.

Donor financing, which recently has been flat, could be reinvig-
orated with imaginative and innovative financing mechanisms, 
such as matching grants and cash-on-delivery aid (where coun-
tries commit to delivering specified outputs and outcomes, and 
donors commit to providing the specified funding).

Over the last few years, UNAIDS and its partners have been 
developing innovative financing and fundraising mechanisms. 
These initiatives—based on a partnership with key actors in 
private and multilateral financing—aim to mobilize upwards 
of US$ 3 billion in resources from public and private sources 
(including national and regional AIDS bonds and private equity).

More strategic private sector and philanthropic  
engagement can be promoted.

5 reasons to invest in the Fast-Track approach

5 ways to raise investments for  

the Fast-Track approach  
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ÒThe AIDS fight has shown 
the world how to turn 
the tide of a massive 
assault on human life 
and dignity. We have a 
responsibility to ensure 
that lessons from AIDS 
inform and improve our 
efforts to tackle other 
social goals, above all 
poverty eradication.Ó 

JIM KIM
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higher than if the ambitious goals to end AIDS by 2030 are 
pursued. A delay in achieving the Fast-Track Targets from 2020 
to 2030 would cause 3 million more HIV infections and 3 million 
more AIDS-related deaths during that period.

FOCUS, SATURATION AND SPEED

Investments in HIV must be focused but comprehensive. In the 
absence of a single magic bullet for HIV, investments must cater 
to all aspects of the response, including treatment, prevention 
and discrimination. For example, achieving the HIV treatment 
targets by 2020 would still leave 27% of people living with HIV 
with unsuppressed viral loads, so expanded investments in 
proven HIV prevention strategies will be critical to hopes of 
ending the AIDS epidemic. 

The Fast-Track approach for recommended prevention 
programmes aims to go higher than previous universal access 
definitions. Very high levels of coverage for programmes that 
promote correct and consistent condom use will be needed in all 
types of epidemics, and in settings with a high HIV prevalence, 
more people will need to be reached by face-to-face meetings 
that encourage sexual risk reduction. Furthermore, new evidence 
suggests in settings with a very high HIV prevalence, program-
ming cash transfers for girls must be introduced and substan-
tially scaled up. High levels of coverage of voluntary medical 
male circumcision will need to be reached.

Many members of key populations report having no contact 
with HIV prevention programmes in the past 12 months. Much 
higher coverage—close to saturation—will be required for 
outreach programmes with sex workers, men who have sex with 
men, transgender people and people who inject drugs. Coverage 
for substitution therapy for people who inject drugs and preven-
tion programmes in prisons also must significantly increase. 
Similarly, saturation coverage is required to meet the target for 
elimination of new HIV infections among children. 

Most critical of all is speed. The window of opportunity is small. 
For the long-term sustainability of the AIDS response, invest-
ments must be front-loaded for the next five years. Each day of 
delay only adds to the burden of disease. The investment case is 
simple: pay now, or pay forever.

INVESTING IN THE FAST-TRACK

Current investments for the AIDS response are around 
US$ 20.2 billion in 2014 and expected to reach US$ 21.7 billion 
in 2015, according to the latest available estimate. Increasing that 
by US$ 8–12 billion a year to meet the Fast-Track Targets for 2020 
and 2030 would produce benefits of more than US$ 3.2 trillion—
extending beyond 2030.

Low-income countries will require US$ 8.2 billion in funding in 2020, 
and lower-middle-income countries will require US$ 9.2 billion. Due 
to their income status and the scale of their HIV epidemics, these 
countries will continue to need international support to fund their 
AIDS responses. Sub-Saharan Africa will require the largest share of 
global AIDS financing: US$ 15.8 billion in 2020.

Under the Fast-Track approach, upper-middle-income countries 
will require AIDS funding of US$ 14.6 billion in 2020, after which 
their needs will decline to US$ 12.5 billion by 2030. Upper-middle-
income countries already are financing most of their AIDS responses 
from domestic public sources (80% in 2013, compared with 22% in 
lower-middle-income countries and 10% in low-income countries). 
Upper-middle-income countries will need roughly half of all AIDS 
investments worldwide. 

These resources will provide antiretroviral therapy to twice as many 
people in low- and middle-income countries in 2020 (compared to 
2015). They also will significantly increase coverage of prevention 
services for key affected populations through cash transfers for girls 
in countries with very high HIV prevalence, voluntary medical male 
circumcision in priority countries, and PReP for selected populations.

MOBILIZING THE INVESTMENTS FOR 

ENDING THE AIDS EPIDEMIC

Ending the AIDS epidemic will be impossible without  
continued international assistance. Domestic funding will be 
pivotal for mobilizing the resources to achieve ambitious new 
targets in the post-2015 era, but continuous and enhanced 
engagement of the international community in the AIDS 
response remains imperative. This reinforces the time-proven 
concept of shared responsibility and global solidarity, which 
recognizes that ending the AIDS epidemic is a global obligation 
that will benefit the entire world.

2004

2005

Three Diseases Fund established a multidonor pooled 

funding mechanism for HIV, TB and malaria that 

provided funding for Myanmar.

Global Coalition on Women and AIDS is launched.
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INTERNATIONAL ASSISTANCE  

MUST GROW

The need for international funding will persist. Studies of fiscal 
space have concluded that low-income countries with high HIV 
prevalence have the ability to allocate domestic resources of up 
to 2% of gross domestic product (GDP) to the AIDS response 
without compromising other sectors. However, resource needs for 
the response exceed 2% of GDP in several countries, underscoring 
the urgency of continuing donor engagement, and because the 
transition towards greater country funding will take time even for 
the most highly motivated countries, continued engagement of 
international donors is essential.

The donor community must build on current funding levels 
to help close the resource gap for ending the AIDS epidemic. 
First, donor countries should ensure that their financial share of 
the AIDS response matches or exceeds their share of the global 
economy. Among high-income countries, only four have a share 
of the global response that exceeds their share of world GDP: 
Denmark, Sweden, the United Kingdom and the United States.

A more ambitious, yet still feasible, approach would be to 
ensure that all donor countries contribute an amount per capita 
that is at least equal to the per capita contributions of leading 
donors. The gap in the per capita contributions among donor 
countries is enormous, but since all donor countries have 
been affected by AIDS domestically and have a common stake 
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I am a mother of two and a beneficiary of the PMTCT 

programme in my country Zimbabwe. I'm also a care adviser 

with the Global Network of Young People Living with HIV.

I believe in young people. And I believe young people 

leading the cause can actually get us to zero. We the young 

people can get everyone to an AIDS-free generation.

The end of the AIDS epidemic means hope, means life, 

means happiness, means quality of life for everyone. So  

it is really important that we come to a certain point where 

we actually end this epidemic. I canÕt really explain in  

words but itÕs something that instils hope and a lot of 

happiness in people.  

I believe the end of AIDS epidemic is possible if we work 

together, have an intergenerational dialogues, if we are 

accountable for all that we are doing, if governments 

are accountable for disbursing money, governments are 

ACCOUNTABLE FOR  

OUR FUTURE

ANNAH SANGO
Care Adviser for the Global Network of  

Young People Living with HIV

accountable for acquiring treatment access, everyone is 

involved and accountable for service provision. If we  

hold ourselves accountable for everything that we are 

doing, if we are accountable to how the money is spent, 

how treatment is distributed, how lives are being reached, 

how services are provided I truly believe we could end  

AIDS epidemic.

I see us having HIV-free generation through collaboration 

and being accountable for everything.

I do have hopes for this future and I can see that  

future happening.    
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in bringing the global AIDS epidemic to an end, per capita 
spending in donor countries whose contributions currently lag 
can help close the AIDS resource gap.

DOMESTIC FUNDING

With the expansion of donor contributions for HIV slowing and 
the domestic capacity of governments to fund social expenditure 
on the rise, it is expected that HIV investments will increasingly 
be funded from domestic public health budgets. Currently, the 
average budget allocation to health is 8.8% of total government 
expenditure over 28  low- and middle-income countries that 
account for 89% of new HIV infections in 2010. This is projected 
to rise to 9.9% by 2030. 

EXPANDING THE FISCAL SPACE FOR 

HIGHER DOMESTIC FUNDING 

Low- and middle-income countries can increase their fiscal 
space for HIV investments through targeted budget allocations, 
innovative financing and increased efficiencies. 

Over the next 15 years, there is an opportunity to gain from 
nominal growth in order to capture larger tax revenues 
in all low- and middle-income countries. Combined with 
tax-to-GDP ratios increasing from 19.2% in 2015 to 21% in 
2020 (and 28% in 2030), this will boost government resources 
for funding different social sectors. This will enable countries 
to increasingly fund HIV investments with their own public 
resources, but this spending will have to be explicitly directed 
to HIV programmes. 

Investments for Fast-Track

Investment areas
Results achieved  
by 2020

Results achieved  
by 2030

 ■ Mobilizing and 
providing increased 
HIV testing

 ■ Antiretroviral 
medicine 
procurement and 
supply

 ■ Clinical monitoring
 ■ Health staff training

90Ð90Ð901 
HIV treatment

95Ð95Ð95 
HIV treatment

 ■ Condoms
 ■ Voluntary medical 

male circumcision
 ■ Behaviour change
 ■ PrEP
 ■ Cash transfers

Fewer than 500 000 
new adult HIV infections 
(reduction of 75%)

Fewer than 200 000 
new adult HIV infections 
(reduction of 90%)

 ■ Integrated antenatal 
care, paediatric and 
primary care services 
for pregnant women 
and children with HIV

Achieve and sustain 
the elimination of new 
HIV infections among 
children

Sustain the elimination 
of new HIV infections 
among children

 ■ Access to justice
 ■ Anti-stigma 

programmes

Zero discrimination Zero discrimination

1 90% of people living with HIV knowing their HIV status, 90% of people who 
know their HIV status accessing treatment and 90% of people on treatment 
having suppressed viral loads, so they remain healthy.

Resources needed for 2015 to 2030

Other low-
income
countries

U
S

$
 b

il
li
o

n

Low-income
sub-Saharan

African countries
47%

5.7

2015 2020 2030

8.4

53%
US$ 8.2
BILLION

Low-income countries

12%

88%

Domestic International

Lower-middle-income countries

U
S

$
 b

il
li
o

n
Nigeria 22%

5.7

2015 2020 2030

8.5

India
15%

Other lower- 
middle-income
countries

63%US$ 9.2
BILLION

45%

55%

South Africa

Other upper- 
middle-income
countries

Upper-middle-income countries

U
S

$
 b

il
li
o

n

Brazil 15%

9.5

2015 2020 2030

12.5

China
12%

55%
US$ 14.6
BILLION

18% 95%

5%



203

ÒConsider HIV/AIDS. 
If the world can intensify 
its fight against this  
pandemicÑby expanding 
access to the great  
prevention and treatment 
options already on the 
market, and perhaps  
developing some new 
tools along the wayÑwe 
can prevent 21 million 
deaths over the next  
decade and a half.Ó 

BILL GATES
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The richer the country, the greater the proportion of spending 
on health, but this does not always translate into greater 
spending on HIV programmes. All low- and middle-income 
countries will need to bring domestic funding into line with 
their national budget and HIV burden. In nearly all cases, this 
will demand increases in the amount of domestic funding for 
the response. 

TARGETED BUDGETARY ALLOCATIONS

Budgetary increases and priority shifts are slow to happen, and 
meaningful change could require at least 10 years. Through 
targeted budgetary allocations, most developing countries  
would close their financing gap only by 2022, so additional 
sources for enlarging the fiscal space would be needed for at least 
the next five years.

National capacity to increase domestic resources depends on 
the pace of economic growth, the magnitude of collected taxes 
and the proportion of domestic resources allocated to AIDS 
programmes. Recognizing the centrality of health to national 
prosperity and development, African countries committed 
to allocate 15% of national budgets to health in the Abuja 
Declaration 2001. By 2013 six countries had met this agreed 
benchmark. Fulfilling the commitments made in the Abuja 
Declaration would substantially increase resources available for 
health services in Africa, opening space for increased allocations 
for AIDS programmes. 

Reviews of national spending patterns have consistently found 
that the proportion of domestic resources allocated to AIDS 
is frequently much lower than the epidemic’s contribution to 

Source: UNAIDS KFF report, July 2015. International assistance from  
donor governments 2014.

Share of all resources for AIDS Share of global total GDP

United States

Japan

Germany

France

United Kingdom
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Canada

Netherlands

Austalia

Sweden

Norway

Denmark

Ireland

27.6%
22.5%

0.9%
6.0%

1.4%
5.0%

1.6%
3.7%

5.5%
3.8%

0.1%
2.8%

0.6%
2.3%

0.5%
1.9%

0.8%
0.4%
0.3%
0.3%

0.6%
0.6%

0.8%
0.7%

1.1%
1.1%

Matching donorsÕ HIV contributions to their share  
of the global economy, 2014 

Source: UNAIDS KFF report, July 2015. International assistance from donor 
governments 2014.

Matching per capita contributions of  
the leading donors 

Denmark

United States

United Kingdom

Sweden

Ireland

Netherlands

Norway

France

Australia

Germany

Canada

Japan

Italy

US$ 490.7

US$ 378.2

US$ 319.9

US$ 270.9

US$ 252.4

US$ 247.0

US$ 217.4

US$ 111.3

US$ 72.1

US$ 69.7

US$ 69.6

US$ 38.1

US$ 11.9

Disbursements for HIV per US$ 1 million GDP

the national health burden. For example, Mozambique—which 
currently makes minimal domestic financial contributions to 
the AIDS response, instead relying almost wholly on external 
support—could mobilize almost US$ 80 million in additional 
financing by meeting its Abuja commitment and ensuring a fair 
share for AIDS in its national health budget. In Côte d’Ivoire, this 
same approach would increase domestic AIDS spending more 
than eightfold; in Kenya, it would increase domestic spending 
more than threefold.
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INNOVATIVE FINANCING

Many countries are either implementing or exploring innovative 
financing mechanisms for AIDS. Malawi’s public sector main-
streaming compels public ministries and agencies to allocate 
a portion of their annual budget for AIDS activities. Other 
countries have special tax levies, with proceeds earmarked for 
AIDS activities. Examples include levies on air passenger travel, 
mobile phone use, alcohol purchases, and corporate and personal 
income. Taxes on remittances and tourism also can generate 
new funding for the AIDS response, and a few countries have 
explored lotteries and mechanisms to capture investment returns 
from dormant funds (unclaimed assets) to fund AIDS activities.

Public acceptability and the administrative burdens of managing 
special mechanisms can be sources of concern. Similarly, not all 
mechanisms are equally desirable: a financial transaction tax, an 
airline levy and the earmarking of dormant funds are considered 
most desirable, while AIDS lotteries are least desirable.

Innovative financing can offer a viable bridge funding, but the 
revenue generation capacity in the best cases is about 0.5% of 
GDP. That may be sufficient to fully close the funding gap in 
some countries, but it represents only a partial measure in others, 
which would still require additional funding from other sources. 
The revenue potential of innovative financing also varies consid-
erably among different mechanisms because it depends  
on the size of the sector involved and, in the case of taxes, on 
each country’s capacity to impose additional taxes and the  
same mechanism may not yield the same level of revenue 
between countries.

SAVINGS THROUGH EFFICIENCIES

Given the massive scale-up of funding required in the next five 
years, getting the most from efficiency gains is a very important 
way of releasing fiscal space for HIV. For greater allocative 
efficiency, the gains in generalized epidemics can come from 
better allocating resources within the big ticket items through 
geographical prioritization. In the concentrated epidemics,  
the biggest gains can come from shifting resources  
towards key populations. 

To reach the ambitious new targets for the post-2015 era, countries 
will need to maximize their service delivery capacity, using every 
iota of funding as efficiently as possible. Most countries will need 
to scale up services to the limit of their delivery capacity, making 
special efforts to reduce costs. Multiple strategies will be needed, 
including price reductions, increases in scale and expanded 
community service delivery.

Reducing prices.  
To drive down prices, countries will need to fully leverage 
their negotiating potential, including pooling procurement 
with other countries and strategically designing commodity 

tendering processes. Through optimal price-lowering strategies, 
it is projected that prices will stabilize in two tiers, according to 
country income. The current disparity between antiretroviral 
medicine prices paid by middle-income countries and those paid 
by lower-income countries is projected to be cut in half between 
2015 and 2030: by 2030, it is expected that prices for antiretro-
viral treatment regimens will range between US$ 300 and 600 per 
patient per year, with prices lower in sub-Saharan Africa.

Achieving economies of scale.  
Accelerating scale-up promotes the efficient use of resources 
by lowering unit costs of services. It is estimated that scaling 
up facility-based services to provide antiretroviral treatment to 
29 million people by 2030 will reduce unit costs by 42%. 

Expanding community service delivery.  
Community-based service delivery enhances the reach of 
services and improves efficiency. For TB services, it is associated 
with a 48% reduction in service costs. Today, 95% of HIV service 
delivery is facility-based. To get the most from efficiencies, 
community-based service delivery will need to be scaled up 
to cover at least 30% of all service delivery. Implementing 
organizations will need to monitor delivery costs and track unit 
costs as service delivery is expanded.

BORROWING

Borrowing can accommodate spikes in costs more gradually in 
order to avoid sudden disruptions to expenditure on other areas. 
It also can fund interventions that release fiscal space due to their 
cost-effectiveness, or it can spread the burden across generations 
in cases when future generations will reap the benefits of an 
improved disease environment. 

Any borrowing, however, should be highly concessional and 
consistent with national development strategies, and it may  
not be available for countries that already have high debt. In  
such cases, hybrid financing instruments could be explored. 
Loans might come from the World Bank or regional development 
banks, facilitated by an international funder that would  
buy down the interest rate to terms that are attractive to a 
ministry of finance.

INTEGRATING HIV FINANCING INTO 

NATIONAL HEALTH FINANCING SYSTEMS

Another means to direct new funding to AIDS responses is 
integrating HIV into broader national health financing systems. 
This could also yield more broad-based health benefits. Brazil, 
Chile, Colombia, Mexico and Thailand all have integrated HIV 
and universal health financing at the collection, pooling and 
purchasing stages of their health financing systems.

Pooling different streams of resources into one health financing 
scheme enables the sharing of risk and resources, typically redis-
tributing them equally among all participants, no matter their 
economic prosperity. 
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ÒWe have stopped  
millions of mothers and 
fathers from dying,  
ensuring their children  
do not become orphans. 
But hope alone didnÕt 
save these lives. The  
reality is that serious  
investment, spent  
effectively and  
efficiently, has been  
key to producing  
these results.Ó 

ANNIE LENNOX
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Depending on the benefit package, the scheme may directly 
cover diagnostics and treatment interventions for HIV infec-
tions and related opportunistic diseases. Its contribution to HIV 
financing can vary considerably, however, depending on the 
breadth of covered benefits, the degree of health service rationing 
and the requirements for user fees, co-payments or other out-of-
pocket costs that are borne by patients.

For mature health financing schemes, it is relatively easy to add 
AIDS to the benefit package. Where insurance coverage is low 
or the HIV disease burden is considerable, however, substantial 
time and effort will be needed to expand the reach of the scheme, 
potentially limiting its utility in closing the AIDS resource gap 
within the next several years.

COUNTRY COMPACTS FOR THE 

TRANSITION TO SELF-FINANCING

As countries increase domestic funding for their AIDS 
programmes and reduce their dependence on donor assistance, 
systems and processes will be needed to ensure that these transi-
tions are smooth and sustainable. This includes developing means 
of monitoring transitions and ensuring the transparency and 
accountability of commitments made by donors and countries. 

The establishment of country compacts could provide a workable 
mechanism for effective coordination between the donor 
community and governments. A country compact is an explicit 
agreement between a country’s government and one or more 
donors that outlines programmatic and financial commitments 
to the country’s AIDS programme made by both parties. This 
provides a framework for promoting mutual accountability. 

The idea of country compacts is relatively new and it continues to 
evolve, although there are a number of models on which to build. 
For example, South Africa—which has benefited from major 
funding from PEPFAR—entered into a Partnership Framework 
Implementation Plan with PEPFAR to guide the transition 
to country ownership. The two partners agreed on a gradual, 
planned reduction in PEPFAR funding, with PEPFAR activities 
transitioning from direct service provision to technical support. 

PARTNERING WITH THE PRIVATE SECTOR

With international public funding to address AIDS flattening—
and with the countries most affected lacking the capacity to 
increase their fiscal space through traditional means—partnering 
with the private sector is essential. In many instances, private 
financing can be more efficient than public financing. Recent JP 
Morgan research indicates a growing market for health sector 
investments, estimating that the total health market for social 
impact investment could be as large as US$ 123 billion.

Innovative development finance has recently gained prominence 
as an important new source of revenue for development, contrib-
uting US$ 100 billion globally over the past 10 years. In the AIDS 

response, there has been a great deal of innovation and success in 
generating resources through the following instruments:

 ■ UNITAID’s airline levies (US$ 2.2 billion). 

 ■ the Global Fund’s Project Red (US$ 200 million) and Debt-
to-The Health initiative (US$ 300 million).

 ■ The Global Health Investment Fund’s public–private  
partnerships in health, including those relevant to HIV/AIDS  
(US$ 100 million).

In the last few years, UNAIDS and partners have been devel-
oping innovative financing and fundraising mechanisms. These 
initiatives—based on a partnership with key actors in the private 
financial sectors and in multilateral financing—seek to mobilize 
upwards of US$ 3 billion in resources from public and private 
sources to address the AIDS response through the following: 

 ■ AIDS national bonds. A national AIDS bond is a front-loaded 
investment in AIDS programmes that will reduce future 
spending by significantly lowering demand for treatment 
services and reducing the economic impact from AIDS sooner 
rather than later. 

 ■ AIDS regional bonds. Regional bonds, for example for a 
select group of countries in West Africa, would be backed 
by a development finance institution and funded by private 
investors, including sovereign wealth funds, pension funds 
and individuals.

 ■ Private equity funds. An equity fund, consisting of mostly 
private equity, would make investments. The fund would 
include a geographic mix of projects and investments in the 
health sector that are relevant to the AIDS response (such as 
access to testing, treatment and basic services). An equity fund 
would assemble a mix of funding, but the largest part would 
come from mission-based investors (institutional, sovereign 
and foundation).

The right combination of international and domestic financing 
approaches—combined with sound technical strategies and 
community participation—can help countries meet their resource 
needs and further accelerate access to HIV services.

PART 3:  SPECIAL ANALYSIS:  

FINANCING FAST-TRACK TARGETS  

IN PRIORITY COUNTRIES

UNAIDS has assessed the options for financing Fast-Track Targets 
in 28 low- and middle-income countries that together account for 
89% of new HIV infections. Over the next five years, these countries 
will have an average economic growth of 5.1% a year (6.6% for the 
low-income group, 5.5% for the middle-income group and 3.3% for 
the upper-middle-income group). The tax-to-GDP ratio in these 
countries (which is now between 18.1% and 23.8%) is expected 
to grow on average. That gives them room to introduce new taxes 
that are earmarked for HIV—although the scope is much larger in 
low-income countries than in upper-middle-income ones. If all these 
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Increase in domestic public spending 2009Ð2014 and share of  
domestic (public) resources in national AIDS investments

INCREASE IN DOMESTIC PUBLIC SPENDING 2009Ð2014 (%) SHARE OF DOMESTIC (PUBLIC) RESOURCES IN NATIONAL AIDS INVESTMENTS (%)

Up to 20% 21Ð50% 51Ð100% >100%
Countries that finance 30% to 
50% of their AIDS response

Countries that finance 51% to 
70% of their AIDS response

Countries that finance 71% or 
more of their AIDS response
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Iran (the Islamic Republic of)
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Source: UNAIDS estimates June 2015, GARPR/UNGASS reports 2010Ð2015
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countries were to adopt the Fast-Track goals, the resources required 
would place a considerable burden on the low-income group (2.8% of 
their GDP in 2020). In comparison, lower-middle-income countries 
would have to dedicate 0.8% of their GDP to HIV, and upper-middle-
income countries would have to commit 0.2% of their GDP. 

Continuing with the same pace for HIV investments would leave a 
residual financing gap across all income groups for the next 15 years, 
but the gap in 2020 will be the biggest for low- and lower-middle-
income countries. 

STRATEGIES FOR  

LOW-INCOME COUNTRIES

Low-income countries, especially those with heavy HIV burdens, 
will need substantial international support to ensure rapid 
scale-ups to end the epidemic. 

Low-income countries currently spend an average of 5.6% of 
their government budgets on health, a share that will grow 
to 6.3% by 2030. Haiti, Mozambique and United Republic of 
Tanzania are among countries that spend between 2.5–3%. Of 
those public health budgets, 20% is dedicated to HIV. 

On average, low-income countries can close their HIV resource 
gaps by 2024 with budgetary targeting alone. They could close 
the gaps five years earlier—by 2019—through earmarked taxes 
and efficiency savings. In the next five years, however, most 
low-income countries will require continued external support 
to meet their HIV needs. Most suffer from limited budgetary 
means, a function of small tax bases. This, coupled with low 
public spending on health, makes it difficult to become  
self-sufficient in HIV financing, especially for countries with 
generalized epidemics. 

Borrowing is not a credible option for most low-income 
countries due to the size and duration of the financial require-
ments. But all of the countries can raise their budget allocations 
to HIV programs and they have the fiscal space to impose an 
earmarked levy for HIV. 

Any mix of these policies still is not sufficient for Malawi or 
Mozambique, however, and they will require substantial  
external support.

Low- and middle-income Fast-Track countries

Source: UNAIDS.
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CASE STUDY

MALAWI HAS LIMITED 
DOMESTIC OPTIONS

Malawi, a low-income country where more than one in every 

10 adults is living with HIV, will confront an AIDS funding 

gap of at least 50% through 2022Ð2023. This applies not 

only to ambitious new targets (such as a test-and-offer 

approach for HIV treatment) but also for the current 

scale-up roadmap presented in its national strategic plan. 

Malawi's current strategy calls for increasing the domestic 

contribution from 0.25% of GDP to 1.6%, although additional 

amounts equivalent to 1.4% of GDP would be needed to 

bring the domestic contribution in line with the need and 

ability to pay for HIV. Even through full implementation of 

innovative financing mechanisms, which have the potential 

to mobilize 6.2% of the national budget, a funding gap 

would remain, highlighting the country's continuing need for 

external support (4).

With a GDP per capita of US$ 250Ñand US$ 22 per person 

spent on healthÑboosting budgetary allocations would  

add little in the short term, and it would be well short of 

closing the annual financing gap of US$ 130 million over  

the long term. 

The tax-to-GDP ratio of around 20% is higher than in 

other low-income countries, so there is some room for an 

earmarked tax. But with the tax ratio already relatively high, 

such a tax could face opposition.

The HIV sector is fairly efficient, but the health sector is 

not, so there could be gains from working with the general 

health system to increase efficiencies across the board.

Borrowing the required US$ 130 million a year would  

boost the debt-to-GDP ratio by 1.7 points, which could  

be too onerous.

In sum, Malawi has few domestic options at this stage of its 

development, so external funding is essential for the fore-

seeable future.

In general, lower-middle-income countries can cover their 
HIV needs in the longer term by raising budgets to the targeted 
proportions. In the short term, there are insufficient domestic 
revenues to cover those needs, except in Viet Nam.

Most could cover their HIV needs in the short term with a mix  
of earmarked taxes and efficiency savings. They have the 
fiscal space to implement an earmarked tax for HIV, as their 
tax-to-GDP ratios are projected to be less than the average for 
middle-income countries (24%) over the next five years. With a 
strong effort on efficiency savings alone, some could have domes-
tically sustainable AIDS resources. The exceptions are Cameroon, 
Chad and Zambia, which cannot cover their HIV needs even 
through all three policy mechanisms. With borrowing deemed 
inappropriate at this time, they should advocate for continued 
international resources to fund their AIDS response.

As lower-middle-income countries assume a greater share of 
financial responsibility for the AIDS response, they need robust, 
increased funding for programmes for key populations. In 2013, 
domestic resources accounted for a mere 11% of global AIDS 
spending on men who have sex with men, and 67 countries 
reported that they rely solely on international donors for 
financing such programmes. Similarly, domestic sources cover 
only 14% of global funding for HIV programmes focused on sex 
workers. Innovative approaches and strong political leadership 
will be required to scale up funding for programmes for the key 
populations that many countries have historically neglected.

The transition to greater country ownership can potentially  
result in disruption, confusion and discontinuity of services, 
especially in countries where donor funding has predomi-
nated. Tailored strategies will be needed to avoid the wholesale 

Source: UNAIDS and Oxford Policy Management calculations, June 2015.

In the Y-axis, negative values represent a gap while positive values  
represent a surplus.
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STRATEGIES FOR LOWER-  

MIDDLE-INCOME COUNTRIES

Lower-middle-income countries will need to move towards 
greater self-financing of the response, although those with 
heavy HIV burdens will continue to require considerable donor 
support. These countries allocate 8.1% of government expendi-
ture to health, although India, Kenya, Pakistan and South Sudan 
allocate less than half that amount. The countries in this group 
allocate about 6% of their public health spending to HIV, with 
India, Indonesia, Ukraine and Viet Nam averaging 1%. 
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defunding of these programmes as donors shift their focus to 
low-income countries.

STRATEGIES FOR UPPER- 

MIDDLE-INCOME COUNTRIES

Upper-middle-income countries should take immediate steps 
to transition to self-financing the response, with country 
compacts clarifying the transition from donor dependency 
to self-financing. These countries spend about 14.4% of their 
government budgets on health, a share that is expected to 
rise to 17% by 2030. Angola is the only country in the group 
that spends about half of the group’s average on health. Most 
countries allocate an average of 1% of their public health 
spending to HIV—except South Africa, which spends about 
10% of its health budget on HIV.

Most upper-middle-income countries already have higher 
budget allocations for health and HIV. This makes reaching 
budgetary targets less effective in covering resource gaps. The 
Islamic Republic of Iran is projected to be able to meet its entire 
HIV needs over the next 15 years. 

Any earmarked taxes could contribute substantial revenues 
for HIV programs. These economies are larger and have wider 
and more developed tax bases, and their tax ratios are higher, 
so there is limited fiscal space for earmarked taxes. Moreover, 
many have concentrated epidemics (except Angola and South 
Africa), so there may be resistance to imposing a disease-
specific tax on the general population.

Efficiency savings can be a way of meeting HIV needs, but they 
may not be enough to cover those needs in full. So, of the three 
country groups, upper-middle-income countries have the most 
scope and reason for borrowing to fill their resource gaps.

Upper-middle-income countries with HIV burdens—such 
as Brazil, Mexico and Thailand—show that a combination 
of tax-based contributions and social insurance can play a 
major role in financing HIV services. For example, Thailand’s 
universal coverage scheme and smaller social security and civil 
service benefits programmes constitute 85% of AIDS financing 
and cover 94% of individuals who are on HIV treatment. 

Countries with medium-to-small HIV burdens should soon 
be able to fully self-finance their AIDS responses. Indeed, 
this is already the case in many parts of the world. In Asia, 
for example, there is a clear relationship between national 
GDP and the domestic share of total AIDS spending. Even 
some countries with heavy HIV burdens have increased their 
domestic responsibility for the response. South Africa, for 
example, has substantially increased domestic financing, with 
domestic sources now covering the majority of AIDS spending.

CASE STUDY

KENYA PULLS OUT ALL  
THE STOPS FOR  

INNOVATIVE FUNDING AND 
EFFICIENCY GAINS

AIDS continues to reduce life expectancy in Kenya by 

roughly three years. In 2013, it accounted for one third 

of all deaths among people aged 15Ð59 years. The AIDS 

response has been costing more than 2% of GDP, with the 

government covering 16%, private households providing 14%, 

and international sources supplying 70%. The government 

plans to boost domestic funding to 50%. The National AIDS 

Coordinating Council, with help from UNAIDS, has identified 

potential sources to raise US$ 820 million by 2024. That 

would cover 70% of the resource needs, taking into account 

30% savings from efficiencies. 

Here is a breakdown of those potential sources (to 2024):

 ■ An earmarked government contribution for HIV set  

at 1Ð2% of total government revenue would raise  

US$ 339Ð678 million (59% of the net resource needs).

 ■ An AIDS lottery can raise US$ 21 million (2%).

 ■ A US$ 800 million health bond targeting philanthropic 

investors, with 50% of the interest going to the HIV 

response, can generate US$ 25 million (2%).

 ■ A tobacco levy ramped up gradually from 4% to 10%  

can generate US$ 52 million (4%).

 ■ Interest on dormant funds can raise  

US$ 2.5Ð5 million (0.2%).

 ■ Corporate social responsibility investmentsÑmandating 

companies above a profit threshold spend 2% of their 

net profitÑcould raise US$ 20 million (2%).

 ■ Informal sector contributionsÑmandating Kenyans who 

channel their informal income through Saccos savings and 

credit cooperatives contribute 5% of interest to the HIV 

responseÑwould generate US$ 20 million (2%).

The efficiency gains would include:

 ■ Directing allocations to the counties with  

the most infections;

 ■ Improving service delivery by changing the testing 

algorithm, integrating services and providing onsite 

training for decentralized services.

 ■ Identifying cost drivers and addressing inefficiencies 

(such as reducing absenteeism among health-care 

workers, rationalizing antiretroviral therapy treatment 

centres and reducing prices of commodities through 

better procurement procedures).
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STRATEGIES FOR DONOR SUPPORT  

FOR THE 28 FAST-TRACK COUNTRIES

Donor support with an emphasis on financial support and 
long-term technical assistance focussed on service delivery 
reform should be targeted at Cameroon, the Democratic 
Republic of the Congo, Haiti, Malawi, Mozambique, Swaziland 
and Zambia. The economies of these countries cannot generate 
enough fiscal space to meet their resource needs.

Donor support with an emphasis on service delivery reform 
should be targeted at Angola, Brazil, Chad, Côte d’Ivoire, 
Ethiopia, Haiti, Jamaica, Kenya, Lesotho, Nigeria, Pakistan, 
South Africa, South Sudan, Uganda, Ukraine, United Republic 
of Tanzania and Zimbabwe. This includes support to validate 
potential efficiency savings and help countries improve service 
delivery efficiency. Technical support also may be targeted to help 
implement fiscal reform, with funds earmarked for HIV.

RETURN ON INVESTMENT US$ 1  = US$ 17 

The full income approach—promoted by health economist Dean 
Jamison, Nobel economics laureate Lawrence Summers, and a 
host of other health researchers—captures the value of better 
health and a more productive society. It puts an economic value 
on additional life years (VLYs), estimating one VLY at 2–3 times 
the per capita income for low- and middle-income countries.

Closing the resource gaps in  
upper-middle-income countries

Source: UNAIDS and Oxford Policy Management calculations, June 2015.

In the Y-axis, negative values represent a gap while positive values  
represent a surplus.
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UNAIDS adopted the full income approach to estimate the 
additional gains realized by implementing the Ending AIDS 2030 
scenario. The resulting improvements in life expectancy, reduced 
chronic illness and survival rates into the 2030s and 2040s show 
that the benefits from this added investment exceed costs by a 
factor of 17:1. 

Most of the full income gains will accrue in low- and lower- 
middle-income countries in eastern and southern Africa, where 
major investments will extend prevention, care and treatment 
for HIV and AIDS. In several other regions, especially eastern 
European and Caribbean countries, the benefits of this invest-
ment yield positive returns that are lower than the 17:1 found 
globally. That difference is largely attributable to the lower 
incidence and prevalence of HIV in those countries. 

Fewer premature deaths improve the health environment for 
all. Fewer workers suffering from ill health means they are able 
to work more productively. Increasing numbers of surviving 
parents are able to fulfil their duties mitigate the emotional and 
economic burdens on children who otherwise would have been 
orphaned. The burden on governments to provide health services 
will similarly be less than it might be without the Fast-Track 
approach to ending the AIDS epidemic by 2030.

Ultimately, society-wide benefits from this approach reach well 
beyond the individuals and families that might have fallen to 
HIV and AIDS. Health and well-being benefit whole communi-
ties and countries. 

Africa reaps most of the benefits because the treatment-as-
prevention effect generates a virtuous cycle that combines with 
population growth. Putting 72% of people living with HIV on 
antiretroviral therapy by 2020 on the Fast-Track (as opposed to 
51% through the constant scenario) triggers the prevention effect 
among the entire population, generating net savings through 
infections that have been averted.

OTHER APPROACHES CONFIRM  

THE BENEFITS OF GETTING ON  

THE FAST-TRACK

The cost of illness approach confirms the benefits of the full 
income approach to estimating the economic returns of Fast-
Track.  With a focus on potential productivity gains, the 
incremental benefits run to US$ 2.6 trillion, or 14 times the cost 
of US$ 176 billion. Almost two thirds of the gains would be in 
sub-Saharan Africa, mostly in eastern and southern Africa. 
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GAPS AND CHALLENGES 

TODAY

1 THE AIDS RESPONSE STILL  

REMAINS DONOR DEPENDENT IN 

MANY COUNTRIES

HIV continues to remain more donor dependent than other health 
programmes, although HIV expenditure constitutes only a small 
fraction of total health expenditure across all income groups. 
Programmes for key populations continue to be mainly funded 
through international donors, which makes their sustainability 
questionable once the donors withdraw. 

2 SIGNIFICANT FINANCIAL GAPS AT 

THE COUNTRY LEVEL ARE MADE 

WORSE BY INEFFICIENT SPENDING

Despite considerable amounts of funding for HIV over the past 
15 years, important financial gaps remain in all low- and middle-
income countries, with the problem made worse by inefficient 
allocation and implementation of resources. Across the board, 
HIV responses remain uneven—variations of unit costs can be 
observed not only between regions and types of epidemic but also 
within the same country. 

3 FUNDING FOR CIVIL SOCIETY 

ORGANIZATIONS IS BEING  

ROLLED BACK

Many civil society organizations are reporting cutbacks in the 
funding available for core functions such as advocacy, account-
ability, mobilization, networking and community delivery of 
services. When current health systems are insufficient for an 
effective and efficient response, funding of civil society and 
community organizations is needed more than ever.  

4 GLOBALLY,  AN ADDITIONAL  

US$ 8Ð12 BILLION NEEDS TO BE 

AVAILABLE ANNUALLY BY 2020

Increasing funding for treatment is crucial to achieving the goal of 
ending the AIDS epidemic as a public health threat. Globally, an 
additional US$ 8–12 billion needs to be available annually by  
2020. Equally important is the need for increased funding for 
comprehensive programmes for key populations in order to 
improve access to testing, treatment outcomes, retention in 
antiretroviral therapy and HIV prevention. Highly efficient use  
of the resources is a must.

5 RESOURCES ARE NOT ALWAYS 

ALLOCATED TO PLACES AND 

POPULATIONS WHERE THEY WILL 

MAKE THE MOST IMPACT

Resources are not always allocated to places and populations 
where they will make the most impact, and any move towards 
better allocative efficiency requires careful political negotiations 
and a full consideration of equity and human rights. The unprece-
dented funding for the HIV response has generated a vast amount 
of data, tools, analysis and strategic information about locations 
and populations, but that does not always translate into policy 
shifts or changes in how business is done.
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ACTIONS FOR THE 

FUTURE

1 CONTINUE DONOR EFFORTS TO  

FILL THE GAPS

Donor investments are still required for a large number of 
low- and middle-income countries. It is important not just to 
sustain funding but also to increase the total amount of interna-
tional assistance for the AIDS response. Donors should focus on 
higher-burden, lower-income settings, while continuing to assist 
more affluent middle-income countries with less costly technical 
support and capacity strengthening.

2 INCREASE HIV DOMESTIC 

INVESTMENTS IN ALL LOW- AND 

MIDDLE-INCOME COUNTRIES BASED 

ON DISEASE BURDEN AND COUNTRY 

CAPACITY TO PAY

Most countries have scope to further increase domestic invest-
ments for the AIDS response. A careful analysis of the funding 
options available should determine the right mix of domestic 
resource mobilization approaches. Continue to develop frame-
works and tools to help countries analyse and monitor the 
efficiency and sustainability of their responses, as well as how to 
integrate the latest evidence and best practices. Build strategic 
partnerships to boost the willingness of countries to pay for 
HIV—initiate and maintain an active dialogue with ministers of 
finance and treasuries, and make the case for adequate and contin-
uous domestic HIV investments, backed by rigorous analysis of 
economic, financial and social benefits of such investments.

3 OPTIMIZE HIV RESPONSES TO 

GENERATE HIGHER IMPACT AND IN 

AREAS AND POPULATIONS WHERE 

THE EPIDEMIC IS MOST SEVERE

Optimize HIV responses across the board through application of 
investment approaches—allocate resources to the mix of services 
that yield higher impact, and in areas and groups of populations 
where the epidemic is most dynamic. Increase implementation 
efficiencies of the responses through innovative service delivery, 
lowering commodity and diagnostic prices, improvement of public 
and financial management and better integration and synergies 
with relevant sectors (6). 

4 MANAGE TRANSITIONS FROM DONOR 

TO COUNTRY HIV FINANCING

Countries and development partners should put in place early 
mechanisms to manage transitions. There should be room to 
allow for proper planning, establish programmatic and financial 
targets to be achieved by both parties, and set up monitoring and 
accountability mechanisms with incentives and penalties. 

5 DEVELOP INNOVATIVE FINANCING  

TO FULLY FUND THE AIDS RESPONSE

Innovate financing is critical to injecting fresh sources of  
money into the AIDS response. This should include stronger 
partnerships with—and contributions from—the private sector, 
and the inclusion of HIV services into national universal health 
coverage schemes.
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T H E  

C O U N T R Y 

O W N E R S H I P 

L E S S O N 
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RESPONSIBLE,  
ACCOUNTABLE 

ONE OF THE GREATEST DEVELOPMENT 

TRANSFORMATIONS ACCOMPLISHED 

BY COUNTRIES IN THE PAST 15 YEARS 

HAS BEEN OWNING AND DIRECTING 

THEIR NATIONAL AIDS RESPONSE. THEIR 

ENGAGEMENT IN RECOGNIZING AND FACING 

THE CHALLENGES ON THE GROUND AND IN 

TAKING RESPONSIBILITY FOR SOLUTIONS 

IS AN INDICATOR OF STRENGTHENED 

ENGAGEMENT AND POLITICAL MATURITY. 
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UNICEF

COUNTRY OWNERSHIP 
AT A GLANCE

5 LESSONS 
LEARNED

Country ownership 

of  the AIDS 

response was 

achieved by:

1.
Leading the 

nat ional  AIDS 

responses by 

applying the Three 

Ones pr inciples . 

2.
Establ ishing 

ambit ious nat ional 

targets and  

c lear  nat ional 

strategic plans.

3.
Engaging ful ly 

with c ivi l  society.

4.
Leveraging  

a l l  sectors .

5.
Mobi l iz ing and 

pr ior it iz ing 

domestic  and 

internat ional 

investments.

DATA  P O I N T
Partial map of the AIDS sector in the United Republic of Tanzania
Prior to the launch of the Three Ones principles, the AIDS responses in many 

countries was fragmented and poorly coordinated.

03
IMPROVED THE QUALITY  

OF STRATEGIC INFORMATION 

FOR THE DEVELOPMENT  

OF ROBUST NATIONAL 

STRATEGIC PLANS AND HIV 

INVESTMENT CASES.

04
ENHANCED PROGRAMME 

COORDINATION.

 

05
PROVIDED A SOLID 

FOUNDATION FOR 

SUSTAINABLE AND EFFICIENT 

NATIONAL AIDS RESPONSES.

01
STRENGTHENED NATIONAL 

LEADERSHIP AND 

GOVERNANCE.

02
BUILT INCLUSIVE 

PARTNERSHIPS BETWEEN 

COMMUNITIES,  CIVIL SOCIETY, 

THE PRIVATE SECTOR, 

DONORS,  POLICY-MAKERS  

AND POLITICAL LEADERS.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

Source: Swedish International Development Cooperation Agency.
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5 ACTIONS FOR  

THE FUTURE

01
Set bold national targets for  
2020 and 2030.

02
Strengthen country ownership.

03
Integrate HIV into national 
development strategies. 

04
Ensure national capacity to design,  
lead and implement.

05
Plan for sustainability. 

5 GAPS AND CHALLENGES 

PRINCIPLES OF COUNTRY 

OWNERSHIP ARE NOT  

ALWAYS FOLLOWED.

UNEVEN REFLECTION OF GLOBAL 

TARGETS IN NATIONAL AIDS PLANS. 

UNPOPULAR YET CRITICAL 

SERVICES AND POPULATIONS ARE 

OFTEN NEGLECTED.

PERCEPTION THAT ÒAIDS IS OVERÓ 

AMONG POLITICAL LEADERSHIP.

CAPACITY CHALLENGES.

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

APRIL 2004

The Three Ones principles are endorsed in 
Washington, DC, by donors, developing 
countries and United Nations agencies. 
The principles are: one agreed HIV action 
framework that provides the basis for 
coordinating the work of all partners; one 
national AIDS coordinating authority with a 
broad-based multisector mandate; and one 
agreed country-level monitoring and  
evaluation system. 

FEBRUARY 2005

The international community gathers at the 
Paris High-Level Forum on Aid Effectiveness 
and agrees to the Paris Declaration on 
Aid Effectiveness. This promoted country 
ownership (including of AIDS responses) 
in the formulation and implementation of 
national development plans in accordance with 
national priorities (using the planning and 
implementation systems of countries,  
whenever possible).

SEPTEMBER 2008

The Accra High-Level Forum on Aid 
Effectiveness redefines country ownership as a 
more inclusive concept that encompasses non-

Strengthening country capacity and leadership for 
health and development.

Promoting integrated health service provision.

Providing experience gained from implementing 
the AIDS governance architecture informs diverse 
development fields.

Reinforcing the value of both central and  
decentralized planning.

Championing inclusivity and showing how programme input from civil society, communi-
ties, the public and private sectors, and international communities produces results.

state actors and civil society. More than 300 civil 
society organizations, including grass-roots 
organizations, were involved in consultations in 
the lead-up to the Accra meeting.

JUNE 2011

The strategic investment approach for increasing 
the effectiveness and efficiency of national AIDS 
responses is launched in a paper in The Lancet 
entitled “Towards an improved investment 
approach for an effective response to HIV/
AIDS” (1). It proposes efficiency gains through 
community mobilization, synergies between 
programme elements and the scale-up of 
antiretroviral therapy for HIV prevention. 

JULY 2012

African Union member states adopt the 
Roadmap on Shared Responsibility and Global 
Solidarity for AIDS, TB and Malaria Response 
in Africa, which pledges concerted action 
to strengthen and diversify health funding, 
strengthen health leadership and governance, 
and enhance access to affordable and quality-
assured medicines.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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WHERE 
DECISIONS 
ARE MADE
Local knowledge, capacities, solutions and leadership have helped 

deliver HIV services to millions of people in need.

The June 2000 UNAIDS Report on the global HIV epidemic claims 
that “a single, powerful national AIDS plan involving a wide range 
of actors—government, civil society, the private sector and (where 
appropriate) donors—is a highly valuable starting point” (2). Few 
realized how the world would radically transform in the wake of 
the unprecedented global attention to AIDS and to it's challenge of 
the established norms of development cooperation. The world was 
in emergency mode—the job needed to get done.

A few months prior to the release of the report, a rather unusual 
meeting occurred in the seventh floor offices of India’s national 
AIDS programme. The meeting brought together the main donors 
(including USAID, the United Kingdom of Great Britain and 
Northern Ireland’s Department for International Development 
and the World Bank), implementers, civil society and government 
officials to agree on unit costs for supporting programmes for key 
populations. The Indian national AIDS programme was poised for 
a massive scale-up of programmes to reach sex workers, migrant 
populations, people who inject drugs and men who have sex with 
men, and they could ill afford fragmented purposes, assets and 
(most importantly) community goodwill. To address this, the 
meeting agreed on a common activity and costing framework for 
donors. India’s Planning Commission, having requested that the 
exercise be undertaken, blessed the framework. 

The framework was an important step. Prior to this meeting, 
donors and their chosen implementers had established their own 
criteria for determining which activities they would fund and how 
much should be spent. As a result, remunerations of field workers 
and staff varied, and the cost of services fluctuated without justi-
fication. Now, however, the National AIDS Control Organization 
had a tool to coordinate and direct both domestic and interna-
tional resources. In the 15 years since it was first agreed, this 
framework has held its ground, despite challenges. 

Not all countries, however, were prepared to manage the large 
influx of resources, people, strategies, ideologies and agendas that 
arrived as AIDS responses began to scale up. In the early 2000s, 
key questions about the impact and effectiveness of international 
funding systems on health in developing countries were raised. 
Were funds being directed in the right way and to the right 
programme? Who should decide, and how? 

By 2004, another UNAIDS report indicated that “an effective 
sustainable AIDS response cannot be achieved by merely giving 
countries multimillion dollar grants or by providing foreign 
specialists. National AIDS commissions frequently complain of 
‘donor driven’ agendas that favour narrow short term results, and 
ignore broader, long term national planning and needs. They also 
say human resources are further stretched by individual donor 
reporting requirements that create burdensome paper work” (3). 

THE THREE ONES

To address these concerns, partners developed the Three  
Ones principles. 

At the heart of the Three Ones was a sense of urgency that country 
governments should take greater control of their responses. The 
underpinning idea was that each country would have one AIDS 
council to provide governance, one AIDS strategy—to align 
activities and partners and one monitoring and evaluation system” 
to increase shared accountability (4). 

Seen as a new way of doing business, the Three Ones offered 
a framework for tackling duplication, coordinating partners, 
bringing multisectoral state and non-state actors together, prior-
itizing needs and expenditures, harmonizing financial assistance 
and minimizing bureaucracy—all of which allowed countries to 
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get on with the real work of responding to the AIDS epidemic at 
the country level.

While the Three Ones principles were not a panacea, When 
applied correctly, they made a significant contribution to the AIDS 
response. Countries where national AIDS councils operated in 
parallel or in isolation with other ministries, especially health, saw 
mixed results.

One of the main contributions of the Three Ones was the inclusion 
of civil society and communities at the country and subnational 
levels in the governance of AIDS responses. Including people 
living with HIV or representatives of young people, women’s 
groups, sex workers and other key populations moved from 
tokenism to genuine ownership and leadership.

In 2003, the importance of country ownership was officially placed 
on the broader aid effectiveness agenda through the Monterrey 
Consensus. This was followed in 2005 by the Paris Declaration on 
Aid Effectiveness, which outlined the core elements needed for 
increasing aid effectiveness, focusing on country ownership. 

Ensuring that HIV responses were inclusive in their design 
and leadership—and that their delivery occurred in a so-called 
bottom-up way—thus became a growing priority. In 2008  
(with the Accra Agenda for Action) and then in 2011 (with the 
Busan Partnership for Effective Development Cooperation)  
came a more inclusive understanding of ownership that  
incorporated civil society, especially communities most affected  
by the HIV epidemic. 

Today, country ownership of the AIDS response has evolved to 
become a participatory process through which governments work 
with civil society organizations (CSOs), key populations and 

private sector groups to develop and carry forward their national 
AIDS strategy. Country ownership has become a prerequisite for 
greater effectiveness, efficiency and sustainability.

The power that political leadership brings to a country-owned 
response can clearly be seen in Burkina Faso. In 1990, the country 
created a national AIDS council (NAC) in response to a growing 
epidemic in the country. Since its formation, the NAC has been 
chaired by the Head of State of Burkina Faso, and it is comprised 
of cabinet ministers, members of parliament and regional 
governors, as well as representatives of civil society, the private 
sector, academia and faith-based organizations. The NAC holds 
annual sessions to review progress, provide guidance and solve 
emerging problems. The Head of State chairs each session. 

Membership and involvement of officials at the highest level 
indicates the political commitment and ownership of the country’s 
AIDS response. Burkina Faso’s country ownership has translated 
into a strong and structured response that is reflected in the 
country’s remarkable achievements, including declines in new 
infections by over 60% between 1995 and 2014. 

Thailand, another country with support at the highest political 
level, was one of the first countries to achieve MDG 6 well in 
advance of the target date. A political and institutional envi-
ronment necessary for a broad-based country-led response was 
nurtured in the country. Public health agencies, government 
ministries, the military, nongovernmental organizations (NGOs), 
communities and the media joined together to address a growing 
epidemic. The pragmatism that guided Thailand’s response allowed 
for openness in its approach to safe sex and nationwide condom 
promotion for preventing HIV among sex workers and their 
clients. Thus far, the country’s well-funded, politically supported, 

Progress towards implementation of the Three Ones principles among the 30 
low- and middle-income countries with the highest HIV burden, 2000Ñ2014
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comprehensive prevention and treatment programmes have 
saved hundreds of thousands of lives by significantly reducing the 
number of new HIV infections and providing treatment for people 
living with HIV.

The overwhelming majority of low- and middle-income countries 
with high HIV burdens have applied the Three Ones principles in 
some form. The results are mixed and some of the initial moti-
vation behind the principles may no longer be relevant—in fact, 
they may even constitute a barrier. But looking back at the past 
15 years, the Three Ones principles were a critical binding force for 
national planning, coordination and, most importantly, progress.

KNOWLEDGE IS POWER

A key component of country-owned national AIDS responses 
is the systematic collection, analysis and application of quality 
strategic information, which is then used for programme design, 
resource allocation and strategic planning. Robust and responsive 
national AIDS programmes can only be built when there is a clear 
picture of the local epidemic, including the burden of disease, 
patterns of HIV transmission, and the identity and location of 
key populations that are at increased risk of HIV infection. As a 
result, the tools and capacity that generate this information are key 
components of country ownership.

India literally changed the course of its national HIV epidemic 
through the use of strategic information that guided its focus to 
the locations and population approach. This placed communities 
at the centre of the response through the engagement of non-state 
actors and centrally managed policy and donor coordination. 

China’s AIDS response was also strengthened by a strong evidence 
base, including strategic information and analysis that persuaded 
the highest levels of government to undertake proactive measures 
on HIV prevention and treatment. This culminated in the priori-
tization of evidence-informed programmes, including communi-
ty-led HIV testing, counselling and treatment for people at higher 
risk (such as people who inject drugs, sex workers and men who 
have sex with men). 

Another facet of increasing accountability has been the 
requirement to regularly monitor progress at the country level and 
report it globally. This has created an opportunity for countries 

Strong  
political  

engagement  
and  

leadership

Strong  
partnerships 
with shared 

responsibility

Civil society,  
communities  

& people living  
with HIV

Effective  
coordination

Integration

Robust  
national AIDS  
strategic plans

High quality  
strategic 

information

Capacity  
development

COUNTRY  

OWNERSHIP

Source: Country ownership for a sustainable AIDS response: from  
principles to practice. Geneva: UNAIDS, 2012.

Country ownership  
Successful country ownership of the AIDS  
response includes many elements.

Senegal, along with Thailand and Uganda, was hailed as one 

of the few success stories in the response to AIDS 15 years 

ago. It has continued its success, keeping HIV prevalence 

low and earning the recognition of global partners for its 

progress and achievements.

The country has made major efforts in the past five years 

to scale up access to HIV prevention, treatment, care and 

support services for its population, with a focus on key 

populations at higher risk. It is one of the few countries in 

the western and central Africa region that has collected 

robust data on hard-to-reach populations, such as sex 

workers, men who have sex with men and people who use 

drugs. The country has scaled up access to antiretroviral 

therapy substantially and treatment is now widely available 

in many parts of Senegal. The number of people receiving 

antiretroviral therapy increased from 5500 in 2006 to nearly 

18 000 in 2011.  

The combination of efforts is having positive results. 

According to UNAIDS, HIV prevalence among the general 

population remains stable at 0.7%, while HIV prevalence 

among sex workers has decreased from 19.8% in 2006 to 

18.5% in 2011 and new HIV infections among youth have 

decreased. According to the Global Fund to Fight AIDS, 

Tuberculosis and Malaria, Senegal has been a model for the 

HIV response in the western and central Africa region, with 

a portfolio of well-performing grants, mobilized in-country 

partners and a vibrant civil society.

SENEGALÑA  
SUCCESS STORY

CASE STUDY
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South Africa has one of the largest populations of people 

living with HIV in the world. In 2010, the country embarked 

on an unprecedented national campaign to provide free 

treatment to all eligible people living with HIV. This was 

combined with the worldÕs largest scale-up of testing and 

counselling for HIV and screening for tuberculosis. As 

Minister of Health since 2009, Aaron Motsoaledi has been a 

driving force in South AfricaÕs turnaround. 

Below is an extract of an interview that UNAIDS conducted with  

Mr Motsoaledi in November 2014.

What were the major components of scaling  

up South AfricaÕs response? 

We have made remarkable progress in our AIDS response. 

On World AIDS Day in 2009, President Zuma announced a 

far-reaching initiative to turn the corner on our epidemic. 

We quickly implemented plans for countrywide prevention 

and testing, and for providing free antiretroviral therapy 

through public facilities. In 2009, voluntary testing reached 

just 2 million South Africans; between 2010 and 2013, 

however, more than 20 million people learned their HIV 

status. We also know that HIV doesnÕt exist in a vacuum, 

so HIV tests are accompanied by screening for tubercu-

losis (TB), high blood pressure and glucose. Access to HIV 

treatment has since doubled, and today we have the worldÕs 

biggest HIV treatment programme, reaching 2.7 million 

people living with HIV. 

What accounts for such a radical shift in the  

national AIDS response? 

For far too long, South AfricaÕs HIV epidemic was allowed to 

thrive in the midst of denial, misinformation and poor policy. 

President ZumaÕs election in 2009 ushered in a dramatic 

shift in our AIDS policy. The AIDS response has become one 

of our top political priorities. South Africa now contributes 

85% of the resources of our AIDS response. We have seen 

the devastation that AIDS and TB wrought in our country, 

and we know that South Africa will never achieve sustain-

able health and security without ending these co-epidemics.

How has UNAIDS supported South AfricaÕs efforts? 

UNAIDS contributed immensely to South AfricaÕs ability to 

reach this turning point. UNAIDS Executive Director Michel 

Sidib� visited us regularly during President ZumaÕs first 

year in office. He worked to convince the President that 

by scaling up domestic resources and implementing the 

worldÕs largest response, we could irrevocably change the 

course of South AfricaÕs future and serve as a model for 

the region. The Executive Director shared the platform with 

President Zuma at World AIDS Day in 2009, where he chal-

lenged us, saying that we are paying much more than other 

countries for our antiretroviral medicines, even though we 

had such a large programme. One week later, we brought 

together a team with UNAIDS. Within one year, we reduced 

the cost of antiretroviral medicines by a massive 53%. This 

enabled us to more than double the number of people on 

treatment with the same budget. 

UNAIDS continues to be a critical partner. Its advisors have 

strengthened capacity of government and civil society at 

the provincial level, helped build the investment case and 

challenged the countryÕs response to be fully evidence-

based and mobilized resources, particularly from the Global 

Fund to Fight AIDS, Tuberculosis and Malaria. UNAIDS has 

inspired us and the rest of the world to believe we can bring 

an end to AIDS.

What is next for South AfricaÕs AIDS response? 

We are looking forward to doubling the number of people 

on treatment again in two years. We are also extremely 

enthusiastic about the recent price reduction of viral  

load tests, which was negotiated by South Africa, the 

Clinton Foundation and UNAIDS. This reduction is  

important to us, but it also is a major win for the entire 

global AIDS response. 

To continue scaling up, we must address the weaknesses 

of our current health system, which contributes to the high 

rate of TB cases and deaths among people living with HIV. 

We know, too, that we must do more to prevent new HIV 

infections. Stigma and discrimination remain among our 

greatest obstacles. We also continue to struggle with issues 

of violence against women and sexual minorities. We look 

forward to more evidence and focused technical support, 

as well as political pressure from UNAIDS and other 

international partners on reversing the social, economic  

and structural drivers of violence, vulnerability and HIV. 

Globally, I also see great opportunity to build on our  

success at home and, with the AIDS response as an 

important entry point, to strengthen SouthÐSouth 

cooperation and health diplomacy.  

IN CONVERSATION WITH 

AARON MOTSOALEDI 
Minister of Health of South Africa
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ÒIf you give Rwanda money to help the youngest child born 

today, we will ensure that it also helps the oldest person by 

tomorrow.ÓÑMinistry of Health, Rwanda.

TB-related deaths among people living with HIV declined by 

approximately 45% between 2000 and 2010 in RwandaÑ 

accompanied by a 70% decline in child mortality and a 60% 

decline in maternal mortality. This achievement provides a 

sound example of the way that the benefits of investment in 

AIDS and other chronic diseases can extend far beyond the 

initial health issue (5).

Underpinning its AIDS response with the principles of 

authentic partnership and coordinating development 

partners around one national plan to give all citizens access 

to quality health care, Rwanda has been able to spread the 

impact of investment beyond AIDS, allocating finances to 

building effective primary health-care systems that benefit 

all areas of public health. The Government of Rwanda has 

continued to scale up HIV services: by the end of 2013, 

493 out of 495 health facilities in the country provided 

testing and counselling services, 488 provided services to 

prevent mother-to-child transmission and 465 provided 

antiretroviral therapy (6).

Rwanda is piloting an innovative financing mechanism 

in partnership with the Global Fund, where grant funds 

will be used to implement RwandaÕs National Strategic 

Plan (NSP) for HIV (2013Ñ2018) and TB/HIV concept 

note with significantly less oversight. Harnessing the 

principles of mutual accountability and country ownership, 

future disbursements of the grant are directly tied to the 

achievement of key outcomes and impact indicators, and 

they include greater flexibility in how funds are spent and 

the opportunity to make savings that can be reinvested into 

the national response. 

RWANDA RESULTS

CASE STUDY

to strengthen their accountability systems through systematic 
reporting, and it has informed further reprioritization and process 
retargeting. For example, more than half of the 109 countries that 
conducted a mid-term review (MTR) of progress towards the 
10 targets under the 2011 United Nations Political Declaration on 
HIV and AIDS have developed a follow-up implementation road 
map and devised specific mechanisms at high levels of government 
to follow up on the MTR. In at least 24 countries, the MTR was 
conducted in conjunction with a review of national strategic plans 
(NSP) or frameworks, or it contributed to the development of a 
new NSP. With greater transparency of progress and gaps, national 
stakeholders routinely hold each other accountable and are equal 
shareholders of both achievement and failure.

SHARED RESPONSIBILITY

In order for HIV responses to be sustainable and effective, they 
must secure sustainable and predictable funding. To do this, 
all countries have taken significant steps in increasing their 
domestic contributions. For instance, AIDS resources for low- 
and middle-income countries have increased in recent years, 
largely through increases in their own domestic investments. 
More countries have taken responsibility for funding their AIDS 
responses (especially in upper-middle-income countries) as AIDS 
responses have matured over the last 15 years. Since the end of 
2013, China has become entirely financially responsible for its 
response. In the space of 10 years it has moved from being a full 
recipient of financial support from the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (Global Fund) to funding its response 
entirely from domestic resources. To accomplish this, China 
has been strategic in its decisions about where funds should go, 
choosing programmes that target key populations and locations, 
and delivering them through partnerships with nearly 5000 
community-based organizations and NGOs across the country. It 
also established a CSO fund with the ambition of fully funding the 
meaningful engagement of CSOs in the response. 

2005

2005

Medication advances continue, but the long-term side-effects of 

using HIV medication become more evident. Experts now agree 

that, given the currently available medicines, waiting to start 

treatment may be wise for many people living with HIV who have 

high CD4 counts.  

G8 commitment to 

universal access to treatment.
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There has been much debate in the global health 

community on how best to accelerate positive health 

outcomes. The notion of country ownership has surfaced 

in many of these conversations. Country ownership is the 

surest way for developing countries to chart their own 

course of development and overcome the challenges they 

face in building effective and productive states. But what 

exactly do we mean by country ownership? Drawing on our 

experiences in Ethiopia, I can point to four key steps for 

making country ownership a reality.

The first step is planning. Countries must start with a clear 

development vision, but they also need to elaborate a 

detailed roadmap for realizing it. In Ethiopia, our vision is 

to become a middle-income country over the next 10Ñ15 

years and our government has clearly articulated strategies 

for how to get there. For country ownership to be realized, 

development partners must allow countries the space to 

identify their own needs and priorities and develop their 

own plans as they see fit. 

The second step is resourcing the plan. Here too, countries 

must take the lead. And because resources are limited, 

careful prioritization is crucial. In crafting our health plan, 

we defined two alternative versions. If resource constraints 

mean that we cannot implement our broader and more 

ambitious plan, we will go with our contingency plan, 

which focuses on the most pressing priorities. Even more 

important is the way in which resources are channelled. 

Flexible and predictable funding fosters accountability and 

ownership by allowing countries greater leverage in respon-

sibly managing resources. 

The third step is implementation, in which countries must 

also be fully engaged. Some have argued that countries 

lack the capacity to implement. If so, the most efficient and 

sustainable solution is for partners to strengthen existing 

capacities within the country rather than replacing them 

with parallel structures. If existing national systems and 

procedures are inadequate, partners should work with 

countries to fix them.

The fourth step is monitoring and evaluation. Partners 

should also help countries to build their capacities to track 

performance. Mutual accountability between countries and 

partners requires a solid results-based framework, premised 

on clear outcome targets that must be defined and agreed 

at the outset.

Ownership reinforces commitment. And commitment, in 

turn, yields results and assures long-term sustainability. In 

Ethiopia, we could not have achieved such encouraging 

progress in our health sector without this type of genuine 

ownership and the space to pursue an approach to service 

delivery on the basis of health-system strengthening.

These practical steps towards country ownership are neither  

new nor particularly difficult to understand. Countries  

simply must own all these stages for the effect of develop-

ment aid to be maximized.

What seems to be missing is partners' full commitment 

to country ownership. Partners have a wide range of 

interests that hinder them from fully embracing coun-

try-led processes. But a decisive shift has to happen now 

if the Millennium Development Goals (MDGs) targets are 

to be reached. We urge all development partners to move 

forward in a new spirit of candour and partnership to make 

country ownership a reality. That way, achieving the MDGs 

will become a reality too.  

Excerpted from The Lancet, Vol.367, Ghebreyesus TA. Achieving 

the health MDGs: country ownership in four steps. Pages 1127Ð28, 

Copyright 2010, with permission from Elsevier. (http://www.sciencedi-

rect.com/science/article/pii/S0140673610614651)

ACHIEVING THE HEALTH  

MILLENNIUM DEVELOPMENT 

GOALS:  COUNTRY  

OWNERSHIP IN FOUR STEPS

TEDROS ADHANOM  
GHEBREYESUS 

Minister of Foreign Affairs of Ethiopia
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GAPS AND CHALLENGES 

TODAY

1 PRINCIPLES OF COUNTRY 

OWNERSHIP ARE NOT  

ALWAYS FOLLOWED

While the principles of country ownership are now firmly and 
widely recognized as being the most effective and efficient 
approach to the AIDS response, partners and donors do not always 
respect them. In many settings, the principles remain ideals rather 
than fully realized. Challenges include donor funding not being 
fully aligned with national AIDS objectives and strategies, and the 
creation of parallel systems for service delivery, financial manage-
ment, procurement and supply chain management. Poor quality 
strategic information also is a challenge, because it results in weak 
national strategies, poor coordination among partners and a lack 
of programmatic and financial capacity for sustainability. 

2 UNEVEN REFLECTION OF GLOBAL 

TARGETS IN NATIONAL AIDS PLANS

Although Member States have agreed to various United Nations 
declarations and other regional commitments, these globally 
endorsed targets are not always incorporated or reflected in coun-
try-owned national AIDS plans. This failure means a country may 
not be implementing a commitment that it has made.

For example, reports from medium term review of progress on 
the 2011 Political Declaration of Commitment on HIV and AIDS 
show that all countries prioritized targets relating to reducing 
HIV transmission through prevention and increasing treatment, 
and that they included them in their national strategic planning 
documents. However, this was not the case for targets that related 
to financing, or to those around eliminating stigma, discrimina-
tion, gender inequality, travel restrictions and parallel systems for 
the provision of HIV services. 

3 UNPOPULAR YET CRITICAL  

SERVICES AND POPULATIONS  

ARE OFTEN NEGLECTED

In some instances, there are contradictions between country 
ownership and an effective AIDS response. Many of the issues 
in the context of AIDS are politically sensitive (such as harm 
reduction services for people who inject drugs or those who are 
incarcerated). In some countries, national legislation and punitive 

laws—such as the criminalization of same-sex sexual relations—
undermine effective service provision by perpetuating stigma and 
discrimination, and by inhibiting people from accessing services. 

4 PERCEPTION THAT ÒAIDS IS OVERÓ 

AMONG POLITICAL LEADERSHIP

In many countries, the perception that “AIDS is over” among 
political leadership is giving rise to a resurgence of fragmenta-
tion, a dilution of the multisectoral approach and a reduction 
in funding for civil society organizations. Many national AIDS 
commissions and ministries of health do not have close coor-
dination, and they often are in competition with each other for 
attracting financial resources and delivering services.

5 CAPACITY  

CHALLENGES

Many developing countries with a high burden of HIV have 
persistent challenges in developing and retaining national  
capacity for coordinating, planning, implementing and monitoring 
AIDS responses. They face challenges related to integrating  
AIDS into national development plans and medium-term  
expenditure frameworks. 

The establishment of national AIDS commissions negatively 
affected capacity in key departments through the transfer and loss 
of staff from ministries of health, leaving left other parts of the 
public sector under resourced.

There is a pressing need to accurately assess capabilities,  
solicit appropriate forms of technical support and introduce 
capacity development strategies that can help achieve  
long-term sustainability.
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ACTIONS FOR THE

FUTURE

1 SET BOLD NATIONAL TARGETS FOR 

2020 AND 2030

To achieve the Fast-Track Targets and have bold targets for ending 
the AIDS epidemic by 2030, it is time for countries to carry out a 
forward-looking assessment of their national achievements against 
the 10 targets in the 2011 United Nations Political Declaration 
on HIV and AIDS. With analysis of progress achieved and gaps 
remaining, clear national targets must be set by countries, and 
programmes must be designed to meet them. 

2 STRENGTHEN COUNTRY  

OWNERSHIP

It is clear that country ownership is critical to addressing AIDS 
in-country and to overcoming other national development 
challenges. The global community and donors both must  
support the further strengthening of country ownership and 
leadership of national AIDS responses. This can be accomplished 
through coordinated financing and shared responsibility,  
increased efficiencies, participation of civil society in all phases  
of the response and mutual accountability through monitoring  
and evaluation. 

3 INTEGRATE HIV INTO NATIONAL 

DEVELOPMENT STRATEGIES 

By bringing AIDS out of isolation and integrating AIDS service 
provision into their broader national development, health-care, 
education and human rights strategies, countries will see more 
impact on both the epidemic and its other development goals. 
HIV activities can be better integrated within existing health 
and social welfare services, including maternal and child health, 
sexual and reproductive health, tuberculosis and chronic disease 
treatment services. 

4 ENSURE NATIONAL CAPACITY TO 

DESIGN, LEAD AND IMPLEMENT

Renewed focus on strengthening the capacity of government and 
civil society would further improve implementation, monitoring 
and evaluation resources. In addition to building human resource 
capacity through training, existing local institutions and systems 
should be strengthened (rather than creating parallel structures). 
There is a lot of scope for greater South–South cooperation; while 
examples of such cooperation are increasing, they are not yet 
the norm, and there is a tendency to look towards high-income 
countries for funding, technical support and other assistance.

5 PLAN FOR  

SUSTAINABILITY 

To ensure programme continuity and the long-term success of 
national AIDS responses, countries should develop and implement 
sustainability plans, including increased domestic resources. 
Increased investments by international donors also are essential 
over the next 15 years.
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T H E  

P A R T N E R S H I P S

 L E S S O N 

05
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WE CAN 

FROM PEOPLE LIVING WITH HIV, 

HEALTH PROFESSIONALS, ROCK STARS 

AND ACTIVISTS, TO YOUNG PEOPLE, 

POLICY-MAKERS AND CHIEF EXECUTIVE 

OFFICERSÑAND FROM CELEBRITIES, 

POLITICIANS, DIPLOMATS AND TEACHERS, 

TO RESEARCHERS, RELIGIOUS LEADERS 

AND SEX WORKERSÑTHE AIDS 

RESPONSE HAS CREATED SOME OF THE 

MOST INNOVATIVE AND SUCCESSFUL 

PARTNERSHIPS, WHICH HAVE TURNED 

HEADS AND HEARTS. 
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PARTNERSHIPS 
AT A GLANCE

5 LESSONS 
LEARNED

Partnerships work 

when we:

1.
Encourage people 

and groups 

with dif ferent 

experiences to 

join forces.

2.
Enable the r ight 

partners  to get 

together for  the 

r ight  reasons.

3.
Find creat ive ways 

to solve both old 

and new problems.

4.
Seek advice 

and support 

in  unexpected 

places.

5.
Recognize and 

value longstanding 

players .

DATA  P O I N T
Monitoring effective dvelopment cooperation 
Recognizing that effective governments, engaged civil society and  

competitive businesses are the institutional foundations of the triple  

bottom line of sustainable development.

03
ENCOURAGING UP-TO-DATE 

SCIENTIFIC APPROACHES AND 

REPORTING.

04
ADDRESSING RISK AND 

HEALTH ACCESS ISSUES 

COLLECTIVELY.

 

05
INVOLVING COMMUNITIES AT 

ALL LEVELS.

01
TAKING AIM AT STIGMA AND 

RIGHTS VIOLATIONS.

02
GATHERING EVIDENCE TO 

ACHIEVE POLICY CHANGE.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

 
 

 

Source: Brookings Institute adaptation of Oxfam triangle (2012). 

 

Effective  
governments

triple bottom line

Engaged  
citizens

Competitive  
business

leverage
ac

co
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5 ACTIONS FOR  

THE FUTURE

01
Increase connections with fields  
beyond HIV.

02
Clarify and focus partnership goals.

03
Pool funding for shared objectives and 
deliverables.

04
Better fund the community sector.

05
Keep the dream alive.

5 GAPS AND CHALLENGES 

REACHING OTHER HEALTH  

SECTORS AND ISSUES WITH  

SIMILAR APPROACHES.

INADEQUATE AND NON-STRATEGIC 

FINANCING OF COMMUNITY-BASED 

PARTNERS.

COMPETITION AMONG PARTNERS 

FOR SCARCE RESOURCES.

ENSURING COOPERATION AND 

REMAINING OUTCOME-FOCUSED 

WHEN PARTNERS ENGAGE.

FAILING TO LEARN LESSONS FROM 

THE PRIVATE SECTOR.

5 MILESTONE MOMENTS 
THAT INFLUENCED

THE AIDS MOVEMENT 

JULY 2000

The African Comprehensive HIV/AIDS 
Partnerships (ACHAP) is established as 
a public–private partnership between the 
Government of Botswana, the Bill & Melinda 
Gates Foundation and the Merck Sharpe & 
Dohme (MSD) pharmaceutical company 
and its foundation. At a time when access 
to HIV services was severely limited across 
most of Africa, ACHAP resolves to support a 
comprehensive approach to HIV in Botswana.

JUNE 2001

Member States at a United Nations (UN) 
General Assembly Special Session on HIV/
AIDS adopt a Declaration of Commitment that 
includes a pledge to create the Global Fund to 
Fight AIDS, Tuberculosis and Malaria (Global 
Fund). The Global Fund’s first grants are 
approved within a year. 

JANUARY 2004

UN Secretary-General Kofi Annan launches 
the Global Media AIDS Initiative (GMAI). This 
collaboration of media foundations mobilize to 
share accurate information about HIV and to 

Fostering relationships between unlikely partners.

Pioneering new ways of working across the UN system.

Opening spaces for fresh models of cooperation.

Engaging with rights-based movements.

Identifying and seizing innovative opportunities for dialogue.

counter stigma. GMAI national and regional 
media coalitions leverage the expertise of  
mass media—both state-owned and  
private—to communicate to tens of millions  
of people worldwide.

JULY 2012

The Robert Carr Civil Society Networks Fund 
(RCNF) is launched in Washington, DC. RCNF 
gets critical financial support to international 
networks that work with, and for, key 
populations that have been disproportionately 
affected by HIV, including men who have sex 
with men, sex workers, transgender people and 
people who inject drugs. 

MAY 2013

Meeting in Tunisia, youth-led and youth-
focused civil society organizations establish 
a movement to increase youth leadership, 
ownership and mobilization in the AIDS 
response. The PACT for social transformation 
coalition identifies five strategic priorities on 
which youth organizations will coordinate their 
focus in order to make an impact. 

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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Partnerships in the AIDS response can start out like a story  
with a punchline—“A nurse, a sex worker and a politician walk 
into a bar …”

Jokes aside, some extraordinary partnerships have been formed 
in order to save lives and advance the AIDS response. The Wits 
partnership between the community and the government in South 
Africa is one such example. Wanting to reduce the rate of HIV and 
sexually transmitted infections (STIs) among sex workers, the 
Reproductive Health and HIV Institute (RHI) of the University  
of the Witwatersrand forged a novel partnership. They brought 
together the sex worker community from the Hillbrow neighbour-
hood of Johannesburg, the owners of local hotels and civil  
servants from the Ministry of Health. Everyone realized they  
had a common interest in promoting health, and a practical 
strategy was developed. 

Once a week, a sex worker will give her hotel room to a nurse, who 
will deliver outreach health-care services in situ. The process is 
supported by sex worker peer educators. In this way, sex workers 
and their clients in the building have immediate access to HIV 
prevention, STI and tuberculosis screening, sexual and reproduc-
tive health options, HIV testing and referrals for HIV treatment. 
The sex workers say the service is popular with their clients 
because it is provided in a safe and discreet environment where 
they feel comfortable using the health services that they otherwise 
would not seek out. 

The programme’s partnership also extends beyond the building: 
data gathering and evaluation are supported by partners, including 
the United States Centers for Disease Control and Prevention 
(CDC). Other community partners provide legal support, life 
skills training and additional essential services. 

The punchline of the Wits partnership is that it has been so 
successful that the South African Ministry of Health is expanding 
the programme to offer more health services to sex workers in 
other communities. 

CREATING A CRITICAL MASS OF POWER 

How do such partnerships come together? Professor Helen Rees, 
one of South Africa’s most well-known scientists and the head 
of Wits RHI, says that people figured out that “you don’t have to 
agree on everything” to become partners, and that with a common 
cause coalition and network building, results can happen at 
incredible speeds. 

It hasn’t always been this way. In its early years, AIDS was 
portrayed as a disease of “the other,” affecting only certain groups 
of people. This made it easy for the epidemic to be ignored and 
stigmatized. Partnerships were indispensable for countering the 
high level of fear and misunderstanding surrounding HIV.

Embracing and expanding the concept of partnership was a revo-
lutionary step, not only in the AIDS world, but also in the broader 
development sphere. It is now widely recognized that coordination 
and collaboration across a wide range of partners help to identify 
and use vital expertise more effectively, tackle and overcome 
barriers more quickly, and allocate resources more efficiently. 
Partnerships also increase awareness and knowledge, and they 
can create a critical mass of power and support that can help sway 
policy-makers and other stakeholders to take action. 

WHEN WORLDS COLLIDE 

Nowadays, the overarching and unifying goal of enhancing 
access to HIV services continues to result in diverse collabora-
tions. Money, sex, drugs, religion: what could be a more disparate 

IT TAKES 
ALL KINDS
A good partnership can turn a 
great idea into gold.
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hold, and domestic investments increased substantially, changing 
the dynamics of partnerships. With the growing awareness that a 
sustainable AIDS response couldn’t exist without everyone being 
on an equal footing, a new platform emerged: shared responsibility 
and global solidarity. 

While there have been many successful partnerships—and likely 
many that have failed—several partnership areas stand out for 
their complexity and sheer ambition. 

MONEY CHANGES EVERYTHING 

A valuable lesson to be drawn from the AIDS response is that 
innovative and pooled financing mechanisms enable donors to 
move beyond the limitations of their own policies in creative ways. 
This, in turn, allows them to solve new problems and leverage a 
combined impact.

“Moving from millions to billions” is an oft-quoted adage for the 
phenomenal jump in HIV-related investments to an estimated 
US$ 20.2 billion in 2014. With such a compelling crisis, part-
nerships with massive ambitions were formed. This includes the 
Global Fund, whose recommendations and requirements have 
forged a range of unlikely partnerships at national levels, thereby 
changing roles and relationships among donors, recipients and 
civil society stakeholders (1).

When the United States President’s Emergency Plan for AIDS 
Relief (PEPFAR) was established, it provided a platform for new 
partnerships in some of the most affected countries. By 2008, it 
had built on the idea of partnership frameworks, which have 
provided a more sustainable strengthening of country capacity, 
ownership and leadership. 

Although some partnerships can start off shakily, especially 
when money is involved, shared resolve to stick with it can reap 
extraordinary results. Partnerships involving pharmaceutical 
companies, for example, have led to steep decreases in the price of 
life-prolonging HIV medicines in much of the developing world 
over the past 10 years (2), even though the partnerships started on 
an adversarial basis. 

LOCAL PARTNERS FEEL THE PINCH

Money, or the lack of it, is a chronic problem for some of the 
most vital partners in a comprehensive AIDS response. Networks 
that include and focus on the needs of vulnerable and stigma-
tized populations tend to have limited and inconsistent financial 

In the 1990s, HIV services were generally only found in 

clinical settings like clinics, hospitals or doctorsÕ offices. 

Efforts to promote care, support, research and advocacy 

were being undertaken separately in uncoordinated ways, 

with little or no sharing of experiences, observations or 

needs. It was in this environment that UNAIDS was created 

to bring together the efforts of the UN under a shared 

vision and strategy. The creation and structure of this joint 

programme was unique, and it signalled a new way for 

the UN to coordinate and cooperate internally to address 

high-priority issues. Once AIDS was no longer considered 

an exclusively medical issue, the AIDS response could 

accelerate rapidly to cover much more ground. 

The value of bottom-up and peer-to-peer partnership is 

at the heart of UNAIDS, and it is reflected in the structure 

of its governing body. The multisectoral board consists 

of Member States, nongovernmental organizations and 

Cosponsors, and the programme also collaborates and 

coordinates with local partners through its country teams. 

UNAIDS:  A RADICAL 
PARTNERSHIP

group of agendas than faith groups, sex workers, academics, the 
pharmaceutical industry, politicians, rights activists, lawyers, phil-
anthropic and donor foundations and medical staff? Yet, without 
their close collaboration, many more people would have died of 
AIDS-related illnesses and HIV would have spread more widely. 

From researchers identifying medicines and tests for HIV, 
scientists and epidemiologists tracking the epidemic, health 
ministries implementing HIV-related policies and guidelines in 
their countries, donors providing the financing that is critical 
for AIDS responses and civil society and community groups 
supporting people and seeking to remove access barriers that often 
are not visible to others, partnerships have resulted in some of the 
most important advances in the AIDS response.

Partnerships are continually evolving. Fifteen years ago, a lopsided 
relationship between strong donors and passive recipients was the 
norm. Then country ownership of AIDS responses began to take 

CASE STUDY

2005 June

2006

The Philippines, the last anti-condom holdout in Asia, 

legalizes condom use. Condom sales skyrocket. 

UNAIDS PCB adopts first comprehensive 

HIV prevention policy, getting agreement on 

contentious issues, including condoms, abstinence, 

key populations and harm reduction.
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The private sector has played an increasing role in the 

response to HIV during the past 15 years. In 2001, a group 

of 17 visionary companies was responsible for setting up 

the Global Business Coalition on HIV/AIDS, now GBCHealth, 

whose mission was, and still is, to aggregate the global 

business response to AIDS. 

Since 2004, an initiative led by the former United  

Nations Secretary-General Kofi Annan, the Global Media 

AIDS Initiative, has elicited specific commitments,  

including airtime, from media companies around the  

world to raise awareness.

Our own company, MTV Networks International (MTV), has 

accelerated its actions in partnership with UNAIDS.

At MTV, we use our airwaves to unleash the full power of 

our company around the world. Early on, AIDS seemed 

unstoppable and out of control. Tragically, the hardest 

hit demographic was the under-25s, exactly the same 

demographic as MTVÕs audience. 

MTV reaches widely in most parts of the world. We know 

youth culture. We know how to capture young peopleÕs 

attention, what they want and how to inspire them. 

Georgia Arnold took on the early role to help galvanize 

other channels to commit to our mission and now expertly 

oversees the day-to-day operations.

Under the brand name Staying Alive, we used our 

programming and creativity in bold, straight-talking ways 

to stimulate behaviour change, thus helping to prevent 

the spread of HIV. All programming is offered on a rights-

free basis to broadcasters, resulting in a significant 

increase in audience sizes. Staying Alive covers everything 

from 30-second public service announcements, to 

documentaries, to scripted series, including the flagship 

Shuga, a television soap opera that was first aired in 

November 2009.

The Staying Alive Foundation supports grants at the local 

level. These grants are operated by young people, targeted 

to young people, using a language they understand. The 

end result of our training and mentoring programmes has 

been the creation of an army of AIDS advocates on the 

ground. Knowing that prevention is the best cure, these 

efforts continue to this day.

While new HIV infections and AIDS-related deaths rates 

are down from their peakÑand there is new hope on the 

horizonÑwe cannot rest. Our single focus must be to create 

a generation free from AIDS.  

GOOD BUSINESS 

BILL ROEDY
Former CEO and Chairman of MTV  

Networks International and  
AIDS advocate
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IN CONVERSATION WITH 

ALICE MUNRO
Dominican Sister of Oakford and

Director of the Southern African Catholic  
Bishops’ Conference AIDS Office 

The AIDS response often brings together people from 

different backgrounds. Has that been true for you? 

It is no exaggeration to say that AIDS exposed me to 

working with people who I may otherwise not have met, 

including the LGBT community (although thatÕs not the 

terminology used in the early days of AIDS in South Africa). 

The clinical and nursing fraternity was new to me as well, 

since my background is in education and counselling rather 

than health care. We also worked with Church personnel 

and people of different faiths, some of them engaged in our 

Church projects, and some working with us on committees 

and in various programmes. What has also been edifying is 

to engage with the grass-roots people, most often women, 

who do the work on the ground, responding to the needs 

of the sick and the dying, taking care of the orphaned and 

vulnerable children, and bearing the brunt of the epidemic.

What has been your partnershipÕs biggest  

achievement to date? 

Initiating 48 000 people on antiretroviral therapy (ART) 

was a huge success for the Catholic Church, given that 

most treatment centres were not hospitals or even primary 

health clinics. The programme went to where people 

were, in rural far-flung places, because thatÕs where 

the Church is. It succeeded because of partnerships we 

forged with South African clinicians who offered their 

time and expertise to train Church clinical personnel, the 

good working relationships we had with Catholic Relief 

Services and the commitment of staff across the HIV 

treatment sites to delivering quality services in places 

where initially none existed. The Church learned about 

improving its collaboration with local department of health 

clinics, district health offices and various nongovernmental 

organizationsÑbasically with everybody involved, to try and 

make the difference needed.

What makes you angry? 

The settings in which the Southern African Catholic BishopsÕ 

Conference AIDS Office established ART centresÑthrough a 

Track 1 grant from the United States PresidentÕs Emergency 

Plan for AIDS Relief (PEPFAR)Ñwere largely in under-re-

sourced areas. In the start-up phase of the grant, we were 

inundated by so-called experts (clinicians, public health 

specialists, IT data experts and more) who knew how  

everything should run. ThatÕs fine in theory, except that they 

often didnÕt understand the context, which included no 

 electricity in some places, poor Internet connectionÑso 

then what good is fancy satellite technology?Ñlack of 

transport to access services, illiterate patients and staff  

who didnÕt have specialist qualifications. ÒExpertsÓ are 

difficult to work with and when their solutions fail, they 

go away, and the people left behind have to find workable 

solutions in the local context.

What does it take to keep a partnership going? 

Partnerships entail work; they donÕt just happen. So 

fostering partnerships is about going the extra mile, being 

prepared to suggest compromises, being willing to learn 

that there are different ways of doing things, and exercising 

diplomacy and restraint. At a recent meeting involving 

provincial department of health officials who were taking 

on the support of a clinic previously supported by PEPFAR, 

the chairperson blamed everyone for the problems around 

funding without taking responsibility for the shortcomings 

of the department. [They were] untrue and unjust accu-

sations. No one reacted. Nonetheless, the Church clinic 

was able to get what had been requested, albeit at the 

eleventh hour. Partnerships work when people do what 

they have committed to: providing funding on time, sending 

in required reports and being honest in dealing with one 

another without having other agendas.  
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resources. This hampers their ability to advocate effectively for the 
rights and service needs of the populations they serve. 

In nearly every society in the world, HIV prevalence among key 
populations is disproportionately high, and people face substantial 
barriers to accessing HIV prevention, treatment, care and  
support services. Funding partnerships like the Robert Carr  
Civil Society Networks Fund help create opportunities to tackle 
these, and other, obstacles.

REALLY MEANING BUSINESS 

Corporate social responsibility is an increasingly familiar concept, 
and there are numerous examples of businesses recognizing the 
benefits of their direct engagement in AIDS response partner-
ships. In many countries affected by HIV, corporations established 
comprehensive HIV prevention and treatment programmes that 
served the dual purpose of helping their own bottom line (by 
safeguarding employee health and productivity) and supporting 
public health goals.

One of the world’s largest mining firms, Anglo American, is also 
one of South Africa’s largest private sector employers. In 2002, it 
rolled out free antiretroviral therapy for all of its employees, and 
it also has proactively sought to counter HIV-related stigma and 
discrimination in the workplace and in society more broadly (4). 
In 2014, it tested and counselled 100 000 of its employees. The 
model that the firm pioneered in South Africa has subsequently 
been adapted around the world. 

Thinking big sometimes means thinking small. The MAC AIDS 
Fund is changing the world one lipstick at a time. Created by the 
founders of the MAC makeup brand in 1994 the organization’s 
mission is focused on serving people affected by HIV. Through part-
nerships with celebrities and loyal customers they raise resources 
and HIV awareness through the sale of VIVA GLAM lipstick. With 
100% of the proceeds going to partners on the ground, the organiza-
tions has raised more than US$ 380 million over the past 21 years.

Technology is a game changer, and new partnerships are creating 
new platforms. Airtel—the biggest mobile phone network 
company in Malawi—actively promotes a range of HIV and 
workplace activities, including sending out regular HIV informa-
tion messages to its 3.4 million clients nationwide. It would have 
taken lot of billboards to reach these numbers 15 years ago. 

Equally important to forming exciting new partnerships is keeping 
the old ones going. The licensed brand (RED) is a long-standing 

The lack of access to affordable antiretroviral medicines and 

other essential medicines has been a persistent challenge 

for the AIDS response. 

In 2010, the Medicines Patent Pool (MPP) was founded to 

facilitate greater access to lower-priced HIV medicines. It 

negotiates with pharmaceutical companies and encourages 

innovative strategies, including patent pooling and voluntary 

licensing. The MPP also coordinates and collaborates with 

a range of international organizations and communities of 

people living with HIV, and with the pharmaceutical industry. 

Understanding highly specialized trade and legal provisions 

is key to such negotiations, and the MPP circulates this 

knowledge among all its partners.

The MPPÕs efforts have had some high-profile successes. 

In February 2015, a licence with the drug company MSD 

(known as Merck in the United States of America and 

Canada) was announced. This licence allows generic 

manufacturers to develop and sell versions of the paediatric 

formulation of raltegravirÑa commonly prescribed medicine 

for children living with HIVÑin jurisdictions that collectively 

are home to more than 90% of children living with HIV in 

low- and middle-income countries. 

The history of the MPP also includes an example of how 

partnerships raise standards and expectationsÑand in doing 

so, may expose differences of opinion among partners. In 

2011, several civil society and community groups criticized 

a licence agreement with Gilead Sciences (a multinational 

pharmaceutical firm) that had been brokered by the MPP, 

claiming that the deal did not Ògo far enough to open 

access to middle-income marketsÓ (3). 

Although unforeseen and uncomfortable rifts can open 

between partners, that only underscores the value of 

cooperation and partnerships in the long term. When 

partners are able and willing to work together in an 

equitable and meaningful way, they are more likely to  

hold each other accountable for achieving the best  

possible outcomes. Effective partnerships require thick 

skins, and they are better off when everyone involved is 

willing to receiveÑand seriously considerÑchallenges from 

within and without. 

THE MEDICINES  
PATENT POOL

CASE STUDY

2006

2006

Brazil, Chile, France, Norway and UK agreed to create  

UNITAID, an international drug purchase facility financed  

through a modest levy on airline tickets.

United Nations Member States commit to 

achieving universal access to prevention, 

treatment, care and support.
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THE

POWER OF ART AND IMAGES
Since the beginning of the AIDS response, art and images have 
often chronicled the epidemic better than words could. Artists, 
some profoundly affected by the epidemic, have devoted their 
lives to breaking the silence and raising awareness about the bitter 
effects of inequality, stigma and discrimination.

Others have learned that they can’t turn away. Photographer 
Jonathan Torgovnik was so moved while on assignment for 
Newsweek in Rwanda covering the AIDS epidemic that he  
went back with Jules Shell to learn more, resulting in  
Foundation Rwanda, a partnership supporting children and 
families affected by HIV.

Photography and art haven been natural outlets for people 
to express themselves and connect with others. Partnership 
programmes like Positive Eyes connect professional photographers 
with people living with HIV for intensive training, resulting in a 
platform for participants to address key themes of the epidemic 
and their lives. As Manisha, one of the participants in India said, 
“Through my photographs, I want to say that those with HIV are 
not less than anyone else. We have the same rights.”
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and very successful global brand partnership that engages the 
private sector in raising awareness and funds for the AIDS response. 
The model of ethical consumerism engages with some of the biggest 
global brands in ending AIDS, including companies like Nike, 
Apple, the Coca-Cola Company, Starbucks, Converse, Gap, Armani, 
Hallmark (US), SAP and Beats Electronics (Beats by Dr Dre).

Many of the trickiest implementation challenges facing national 
health systems—issues like supply chain management, demand 
generation, marketing and stock control—could be overcome by 
learning from the experience of the private sector, which has to 
respond to inefficiencies to stay profitable. Indeed, partnerships 
with the private sector to share expertise are helping to ensure an 
uninterrupted supply of medicines (5). 

HAVING FAITH 

HIV has raised strong feelings since the early 1980s—and equally 
strong responses. Partnerships with faith-based organizations 
(FBO) have proven adaptive, practical and effective. Collaboration 
has evolved in the faith sector, which has been at the forefront of 
HIV service delivery—particularly in sub-Saharan Africa—since 
the epidemic first surfaced. 

Estimates in 2007 indicated that between 30% and 70% of health-
care services in Africa were run by FBOs, which also provided 40% 
of HIV-related services (6). At that point—and it is still the case 
today—FBOs were particularly strong in countries with weak health 
infrastructure (such as the Democratic Republic of the Congo) (7). 
Few public health systems in the region are able to provide access to 
HIV services for everyone in need, and FBOs continue to fill the gap. 

An example in Zambia is the Churches Health Association of 
Zambia (CHAZ), an interdenominational umbrella organiza-
tion that brings together Catholic and Protestant mission health 
facilities. Working closely with the Zambian government to avoid 
duplication, CHAZ promotes quality services that treat each client 
with dignity and respect. 

Many in the AIDS response have demonstrated remarkable—and 
successful—patience and persistence in their efforts to find 
common ground despite their differences. In August 2013, after 
several months of careful deliberation, partners agreed to the 
Framework for Dialogue between Religious Leaders and People 
Living with HIV. Among the framework’s objectives is to use 
information sharing and experiences to result in enhanced under-
standing, fewer misconceptions and improved cooperation, in 
order to reduce HIV-related stigma and discrimination (8). 

DATA-DRIVEN COALITIONS FOR CHANGE 

An emphasis on evidence has characterized many partnerships 
that have been formed to focus on specific high-priority issues and 
policies associated with HIV. Over the past 15 years, several coali-
tions of academics, practitioners, UN partners and civil society 
groups have come together to gather data, analyse findings and 
propose policy and programme change. Central to this strategy is 
mobilizing political will and funding to take their recommenda-
tions forward.

Partnerships of this sort often are highly structured with time-
bound tasks. Because the approach is action-oriented, the 
expertise of different partners is exploited to the fullest degree. 
Lawyers and human rights experts, for example, were critical to 
the research and analysis undertaken by the Global Commission 
on HIV and the Law, which was launched in 2010 to examine links 
between legal environments and AIDS responses. The evidence 
gathered by the commission points to ways that legal environ-
ments could change to help ensure effective, sustainable responses 
to HIV. It recommends that all changes be firmly rooted in human 
rights and designed to protect and support both people living with 
HIV and members of marginalized populations. 

Looking forward to the next 15 years of the AIDS response, 
UNAIDS and medical journal the Lancet convened a high-
level commission of political and health leaders to explore the 
post-2015 agenda of AIDS and global health. These consultations 
led to a comprehensive report calling for a massive and rapid 
expansion of a comprehensive AIDS response between now and 
2020 in order to achieve the highly ambitious UN goal of ending 
the AIDS epidemic as a public health threat by 2030. 

AN UNLIKELY PAIR 

Getting unexpected partners to engage with each other has been a 
powerful factor in the AIDS response. From celebrities and artists 
to policy-makers and scientists, unlikely pairings have raised 
added attention and provided advocacy opportunities. 

One partnership that stole the show in 2001 occurred when United 
States Republican Senator Jesse Helms, a conservative politician, 
attended a U2 concert at the invitation of rock star Bono. Through 
this event, a partnership blossomed, and the Senator, who had 
been “bitterly opposed to federal funding for AIDS research and 
treatment” (9), had a change of heart. In 2002, Helms told a group of 
Christian AIDS activists that “I have been too lax too long in doing 
something really significant about AIDS ... I’m not going to lay it 
aside on my agenda for the remaining months I have in office” (10). 

That change—and others like it—show that partnerships have the 
power to transform people’s hearts and actions. 
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GAPS AND CHALLENGES 

TODAY

1 REACHING OTHER HEALTH  

SECTORS AND ISSUES WITH  

SIMILAR APPROACHES

Many of the important lessons learned in the global AIDS 
response have not yet been recognized, valued or adopted in other 
health and development areas. This has been a weakness of the 
HIV world, which has not publicized or shared the benefits of 
partnerships in an effective way. Entrenched beliefs and structures 
elsewhere have also contributed to this lack of uptake by others. 
Too often, institutions and organizations that focus on other health 
issues fail to recognize that HIV is a cross-cutting issue that influ-
ences a broad range of health matters, and that HIV stakeholders 
have value as priority partners.

2 INADEQUATE AND NON-STRATEGIC 

FINANCING OF COMMUNITY- 

BASED PARTNERS

Communities and civil society groups that are working with (and 
for) people who are living with and affected by HIV cannot be 
effective and equal partners without adequate resources. More 
can and should be done to provide these groups with sufficient 
funding, because when adequately-funded partners are absent 
from the table, any claims that comprehensive engagement has 
been achieved are false and insincere. It also is important that 
funding that is made available can be used for essential functions, 
including administration, overheads and advocacy work. 

3 COMPETITION AMONG PARTNERS FOR 

SCARCE RESOURCES 

Competition is healthy when it prompts organizations and institu-
tions to be efficient, transparent and effective, but partnerships can 
suffer when members are forced to compete for limited resources. 
Such conditions foster rivalry, making it less likely that supportive 
partnerships will be formed. 

The sharing of limited resources is best addressed when partners 
have candid, strategic discussions where they agree to allocate 
activities and responsibilities to best meet the needs of their clients. 
This type of strategic coordination is complicated when groups 

are blinkered by their specific agendas and are unwilling to give 
up resources or influence, even if the end result is a better overall 
impact on the AIDS response.

4 ENSURING COOPERATION AND 

REMAINING OUTCOME-FOCUSED 

WHEN PARTNERS ENGAGE

An excessive amount of partnerships and partners can distract 
organizations and institutions from concentrating on achieving 
their priority goals. Partnerships that become an end in them-
selves can weaken and lose focus; like gardens, they must be 
tended if they are to flourish. 

Sometimes the main challenges stem from how partnerships 
are structured, a situation that should be addressed as soon as 
a partner feels unable or unwilling to be involved as originally 
planned. Overall, it can be tricky to determine how a stakeholder 
is most effective: it may be through multiple and/or complex 
partnerships, or it may be through relatively few partnerships 
(or none at all).

5 FAILING TO LEARN LESSONS FROM 

THE PRIVATE SECTOR 

The private sector has a great deal of valuable expertise, particu-
larly around marketing, capacity-building, talent-nurturing, client 
orientation, market segmentation, goal identification, cost-effi-
ciency and bottom-line orientation. This makes the private sector 
a valuable source of useful suggestions, observations and models 
for other areas of the AIDS response. 

Unfortunately, this valuable guidance and mentorship is frequently 
ignored or dismissed by those in the governmental and nongov-
ernmental sectors because of historical distrust and concerns 
about appearing to be influenced by the private sector. Such 
attitudes are narrow-minded and short-sighted, however, and they 
do a disservice to clients. 
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ACTIONS FOR THE

FUTURE

1 INCREASE CONNECTIONS WITH 

FIELDS BEYOND HIV

More external partnerships are needed. Formal and informal 
connections between the AIDS response and the broader 
development arena have increased in recent years, and they 
should continue to do so. These include vibrant coalitions within 
health—such as those for other infections (e.g. tuberculosis and 
hepatitis C)—as well as partnerships in the areas of sexual and 
reproductive health and rights, human rights, women’s equity, the 
youth movement and other development priorities. 

Formal partnerships—where progress can be monitored, and were 
partners have well-defined goals, responsibilities and measurable 
outcomes—are critical. Broader participation and input into the 
AIDS response can hasten scale-up of services while ensuring that 
it is undertaken in an equitable manner and rights-based approach 
in synergy with broader development goals.

2 CLARIFY AND FOCUS  

PARTNERSHIP GOALS

Formal or not, vague and poorly constructed partnerships are less 
likely to be maintained in the long term by one or more partners. 
Explicit and well-defined expectations and responsibilities act as 
incentives, especially when other partners and outside observers 
are monitoring and willing to hold stakeholders accountable. 

It is important for all partnerships that clear targets, timelines and 
outcomes be identified—only then can success can be evaluated 
and lessons learned. Successful partnerships can be built upon, 
creating a cumulative effect that is far greater than the poorly 
defined (yet ambitious) aspirations of a partnership that flounders.

3 POOL FUNDING FOR SHARED 

OBJECTIVES AND DELIVERABLES

Joint initiatives that pool their funding can have a larger impact 
than individual partners might have on their own. These arrange-
ments often are able to support truly transformative programmes 
and projects—as we can see in the work of the Global Fund. A 
nuanced approach is needed to ensure that resources are available 
to help recipient partners meet objectives and to hold them 
accountable if they are faltering in their early efforts.

4 BETTER FUND THE  

COMMUNITY SECTOR

Programming and structures aimed at bolstering the AIDS 
response regularly cite communities as essential partners. This is 
true both within the AIDS response and beyond it, as suggested by 
a recent statement urging the sector’s extensive engagement in the 
post-2015 development goals: “Civil society is integral in helping 
governments find innovative solutions to complex developmental 
problems while often providing necessary public services” (11).

Such statements mean nothing, however, when people living 
with HIV and others from the community sector struggle under 
funding constraints. More and better focused funding should 
be made available to the sector, including in hard-to-reach areas 
where civil society is tightly controlled and repressed. 

5 KEEP THE  

DREAM ALIVE 

Keeping any relationship going takes commitment from all 
partners. As the AIDS response matures, it is easy to find comfort 
in the familiar and to let complacency set in. As the world moves 
towards ending the AIDS epidemic, there is a need to rethink 
partnership models in order to keep the dream alive. 
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ACTION
ERA 

FROM THE BEGINNING, CIVIL SOCIETY 

WAS THE ENGINE OF THE AIDS RESPONSE, 

DRIVING FUNDING, RESEARCH AND THE 

DEMAND FOR GLOBAL ACCESS. WITH THE 

MILLENNIUM DEVELOPMENT GOAL ERA 

CAME NEW RESOURCES TO REALIZE THIS 

GLOBAL ADVOCACY AGENDA, AND TODAY 

CIVIL SOCIETY IS INTEGRAL TO ADVANCING 

THE INTERESTS OF PEOPLE LEFT BEHIND, 

ENSURING ACCOUNTABILITY AND LINKING 

HUMAN RIGHTS TO AMBITIOUS PUBLIC 

HEALTH GOALS. 
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C IVIL SOCIETY 
AT A GLANCE

5 LESSONS 
LEARNED

Civi l  societyÕs 

act ions have been 

shown to: 

1.
Drive progress 

towards universal 

access. 

2.
Fi l l  crucial  service 

gaps for  people 

l iv ing with HIV.

3.
Raise awareness of 

the r ights  of  the 

most vulnerable 

and marginal ized.

4.
Use innovative 

communicat ions.

5.
Motivate other 

c iv i l  society health 

movements.

DATA  P O I N T
Community engagement leads to greater access to treatment and prevention
For an increase of 1 community-based organization per 100 000 people

 

03
CHALLENGING RELIGIOUS AND 

CULTURAL BARRIERS.

04
SUSTAINING FUNDING FOR 

AIDS RESEARCH.

 

05
HOLDING GOVERNMENTS 

ACCOUNTABLE.

01
MOBILIZING BILLIONS OF 

DOLLARS IN AIDS FUNDING.

02
DEVELOPING NEW 

APPROACHES FOR AT-RISK 

POPULATIONS.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

 
 

 

Source: Rodriguez-Garcia, R, Bonnel, R, Wilson & D, N'Jie, 
Investing in Communities achieves results. World Bank, 2013.

 

Increase in  
likelihood of using 
prevention service

(Nigeria)

2x

HIV

Increase in consistent  
condom use in the 
previous 12 months 

(Kenya)

4x64%
Increase in likelihood 

treatment access
(Nigeria)
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5 ACTIONS FOR  

THE FUTURE

01
Increase funding for community 
mobilization and service delivery.

02
Scale up health coverage—emphasizing 
equity and access for all.

03
Engage communities and take  
concrete action to reduce stigma  
and discrimination. 

04
Grow synergies with other health  
and development movements.

05
Build the capacity of  
community-led organizations.

5 GAPS AND CHALLENGES 

LIMITED FINANCING FOR THE 

COMMUNITY RESPONSE. 

LIMITED INVOLVEMENT IN  

THE ROLL-OUT OF BIOMEDICAL 

INTERVENTIONS. 

COHESION WITHIN THE CIVIL 

SOCIETY ADVOCACY MOVEMENT. 

JOINT PURSUIT OF AMBITIOUS 

SERVICE SCALE-UP AND HUMAN 

RIGHTS ADVANCES.

DIMINISHED POLITICAL SPACE  

FOR PARTICIPATION. 

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

DECEMBER 1998

The Treatment Action Campaign is launched 
in South Africa and begins to challenge the 
government to make antiretroviral therapy 
available to pregnant women living with HIV 
(1). Their success captures the attention of the 
media and the global AIDS community. 

AUGUST 1999

Al Gore, Vice-President of the United States of 
America, is challenged by AIDS activists on his 
country’s actions to discourage South Africa 
from allowing local companies to manufacture 
generic forms of AIDS medicines. The protests 
help to motivate a change in American policy on 
access to HIV medicines. 

FEBRUARY 2001 

When the Indian pharmaceutical company 
Cipla agrees to produce antiretroviral therapy 
at significantly reduced prices, civil society 
reinvigorates the push for global treatment 
access. They drive the debate about patent 
protection, trade agreements and access to 
affordable medicine. 

Expanding and professionalizing civil society.

Elevating community systems as part of health systems.

Grounding health and AIDS in a rights-based approach.

Bringing decision-makers and civil society closer together.

Providing strategies and models for other civil society  
health movements.

JANUARY 2002 

The guiding principle of the newly founded 
Global Fund to Fight AIDS, Tuberculosis and 
Malaria is that civil society is to be involved 
at all levels of the response. Civil society 
has a more prominent role at the global and 
country decision-making tables, and affected 
communities begin to help shape policies and 
funding proposals. 

MARCH 2003 

Over 120 treatment activists from 67 countries 
gather in Cape Town, South Africa, to push for 
treatment access for people in the global South.  
The International Treatment Preparedness 
Summit leads to the creation of the International 
Treatment Preparedness Coalition. 

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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“Our government would never have taken the steps to provide 
universal access to antiretroviral medicines if people living 
with HIV/AIDS did not advocate for our rights,” said Paisan 
Suwannawong of the Thai AIDS Treatment Action Group. 

He was speaking at the International HIV Treatment Preparedness 
Summit in 2003, a gathering of activists from 67 countries that 
was brainstorming expanding access to treatment for the millions 
of people in need in the global South. 

“What moved us in Thailand from knowledge about treatment into 
action?” Paisan asked. “About five years ago in my country, there 
was no clear policy on how to treat people living with HIV. We 
had treatment guidelines, but few doctors were motivated to treat 
us. They thought it was a waste to spend money on people with an 
incurable disease. The community of people living with HIV was 
sick of watching our family and friends die, and we were hearing 
about the benefits of treatment on people living with HIV in rich 
countries,” Paisan said. “The key to successful treatment education 
and advocacy is remembering our own dignity as human beings 
and taking hold of the power of that truth” (3). 

With the Millennium Development Goals came new hope and 
increased funding for HIV. Civil society had fought hard for these 
resources, and it set to work in countries around the world to 
ensure that the people for whom they spoke received access to 
HIV treatment and other services. It was a new chapter for civil 
society action, but one that was founded on the same insistence 
for the dignity and rights of all people that had characterized the 
early years of the AIDS movement. Having drawn the world’s 
attention to the epidemic, civil society now played the role of 
prodding governments to use funds wisely, accelerate the response, 
address critical caps in service delivery, and tackle the stigma and 
discrimination that had created significant barriers to reaching all 
those affected. 

When global donors began promoting increased country partic-
ipation in the management and funding of the AIDS response, 
many in civil society expressed concern, because the vast majority 
of funding for community-based responses and their attempts 
to address the needs of key populations had traditionally come 

from external sources. Major global, regional and national AIDS 
movements arose to address serious shortfalls in the response for 
marginalized populations, with civil society pressing donors and 
national governments to increase funding and tailor services for 
groups at higher risk. 

CIVIL SOCIETY:  A BROAD UMBRELLA TO 

REACH ALL COMMUNITIES

Many groups fall under the umbrella term “civil society,” and 
they have had a far-reaching impact across the globe. The Global 
Network of People living with HIV (GNP+) was founded in 1986 
and continues to advocate for treatment access, the elimination 
of stigma and rights violations, and other issues of importance to 
people living with HIV. The International Treatment Preparedness 
Coalition (ITPC), which grew out of the 2003 HIV Treatment 
Preparedness Summit, still works globally on treatment access, 
intellectual property issues and treatment literacy. 

Faith-based organizations were—and continue to be—major 
providers of services, particularly in Africa, and they enjoy the 
established trust and confidence of their communities (4, 5). Youth 
organizations such as Y+ and the HIV Young Leaders Fund are 
strong advocates for the full inclusion of young people in the AIDS 
movement, with a focus on youth-friendly services, sexual and 
reproductive health and rights, and other issues. The International 
Community of Women Living with HIV was formed by a group 
of HIV-positive women from different countries who attended 
the VIII International Conference on AIDS in Amsterdam, the 
Netherlands, in July 1992, and it amplifies the voice of women 
living with HIV from around the world. The Global Forum on 
MSM & HIV was launched during the XVI International AIDS 
Conference in Toronto, Canada, in 2006, and it works worldwide 
for the health and human rights of men who have sex with men. 
It also is one of several global networks leading advocacy and 
awareness on the epidemic among a specific key population. 

Civil society organizations recognized early on that programmes 
and services needed to be tailored to key populations based on 
their specific context. Because they were based in the communities 

AGENTS OF  
CHANGE

Civil society activists have played a 

major role in driving human rights  

and HIV services
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(as well as other marginalized populations) that include peer 
education and support, door-to-door services, mobile clinics, 
health provider training to improve interactions and quality of 
care, and task-sharing to address shortages in trained health 
providers for key populations (as well as the broader health 
system) (14, 15). Similarly, where governments have failed to 
allow or provide evidence-based sexuality education to young 
people, nongovernmental organizations have often stepped in 
with age-appropriate, comprehensive information about sexuality, 
sexual health and protection. 

Advocacy for enabling environments and access to services for key 
populations has, in some cases, morphed into broader campaigns 
to promote gender equality and reduce stigma and discrimination. 
Organizations have increasingly teamed up with gender networks, 
women’s groups, lawyers’ coalitions, legal aid organizations and 
human rights groups to push for improved policies and laws, and 
for more tolerant and aware societies. BONELA in Botswana, 
KANCO in Kenya, Positive Vibes in Namibia, and TACOSODE in 
the United Republic of Tanzania are all examples of HIV organiza-
tions that integrate gender into their AIDS work. Recognizing the 
impact of harmful gender and cultural norms on their ability to 
provide HIV services, these organizations are sensitizing commu-
nities on gender issues and offering assistance for victims of acts of 
gender-based violence. 

they sought to serve, they were uniquely situated to do this, and 
they brought a unique wealth of experience and perspective on 
working directly with affected groups. For example, a 2013 study 
in South Africa, Thailand, United Republic of Tanzania and 
Zimbabwe found that community-based efforts effecting increased 
HIV testing and prompted behaviour change (6). 

Community programmes can also be highly targeted: they can 
range from HIV prevention specifically for truck drivers (7, 8), 
drop-in centres that offer HIV counselling, testing and treatment 
services for men who have sex with men (9), social media and 
mobile technology that reach new generations with HIV preven-
tion and care (10, 11), and harm reduction services for people who 
inject drugs (12). 

STANDING IN THE GAP:  CONFRONTING 

SOCIAL AND CULTURAL BARRIERS

To push the provision of services for key populations, civil society 
has had to confront cultural barriers to equal access, particularly 
the marginalization of particular groups. These barriers include 
the legacy of colonial prejudice, religious and cultural attitudes, 
and are often enshrined in national law. For example, regardless 
of the legal status of homosexuality, gay men and other men who 
have sex with men are at higher risk of HIV, and they require 
tailored services and specific safeguards and protections (13). 
To address this, civil society has innovated methods of service 
delivery to reach gay men and other men who have sex with men 
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IÕve seen first hand the impact of HIV on people who inject 

drugs. I worked as an outreach worker in Moscow, Russian 

Federation, in the 1990s, when almost half of street drug 

users turned out to be living with HIV during just a couple of 

months. Since then IÕve lost many of my friends because of 

untreated HIV, tuberculosis, hepatitis C and overdose. All of 

these deaths could have been prevented. Because of these 

experiences IÕve dedicated more than a decade working to 

ensure that people who inject drugs have access to good-

quality harm-reduction services. I currently work with the 

Eurasian Harm Reduction Network (EHRN), which covers 

central and eastern Europe and central Asia. EHRN is at 

the forefront of harm-reduction advocacy and developing 

effective harm-reduction approaches.

In recent years weÕve witnessed significant economic 

growth in the region, which has resulted in a change in the 

economic status of most countries in the region from low to 

middle income. This has started to have a serious impact on 

donor resources for harm-reduction programmes in these 

countries.

Governments havenÕt been paying enough attention to 

increasing funding gaps, but we, as communities and 

advocates affected by HIV and injecting drug use, have 

to do something. As a start, weÕve embarked on a multi-

country research project to understand what percentage of 

harm-reduction programmes are funded by donors rather 

than governments and how these resources are spent. We 

know this information is critical for our advocacy work.

OUR COMMUNITIES,  

OUR FUTURE

DASHA MATYUSHINA-OCHERET 
Civil society champion and  
harm-reduction advocate

In our research weÕve found that existing data are patchy 

and leave a lot of room for interpretation. WeÕve also 

confirmed that, with rare exceptions, the majority of funding 

for syringes, condoms, methadone and staff salaries comes 

from external sources, that domestic funding is very small 

and that governments do not recognize nongovernmental 

organizations and community groups as important partners, 

either as providers of HIV services or as resource  

allocation stakeholders. We realize that as donors start  

to reduce funding, thereÕs a real risk that harm-reduction 

programmes will virtually stop if governments donÕt 

increase funding to fill the gap.

WeÕve started to share some of our findings to stimulate 

debate among governments, donors and civil society about 

the need to develop plans for successfully transitioning 

from largely donor-funded national programmes to largely 

domestically funded programmes. We recognize the need 

to be realistic about the enormous work required to get 

countries to develop solid transition and sustainability plans. 

We know that transition plans will need to build in room for 

piloting different mechanisms to see what works and what 

may be sustainable.

So far our research has created greater awareness  

about the sustainability of national programmes. Our 

membership of hundreds of advocates and experts is 

driving a movement to bring attention to the real impact of 

reduced funding for national harm-reduction programmes. 

WeÕve recognized a potential crisis and are doing something 

about it. WeÕre taking charge of our future and the 

communities that we serve.  
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RAISING RESOURCES AND  

MAKING DECISIONS 

Civil society’s insistence on increased resources to tackle AIDS 
has paid off in a big way. In April 2001, United Nations Secretary-
General Kofi Annan called for a “war chest” of US$ 7–10 billion 
annually to be mobilized for the response to AIDS (16). The 
establishment of the largest multilateral financing institution for 
the AIDS response in 2002, followed by the largest bilateral effort 
targeting a single disease in 2003—the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (Global Fund) and the United States 
President’s Emergency Plan for AIDS Relief (PEPFAR), respec-
tively—kick-started a new effort to address HIV comprehensively. 
Civil society’s advocacy also helped establish the International 
Drug Purchase Facility, known as UNITAID, which was estab-
lished in 2006 (17). Today, advocates across Africa continue to 
push for the realization of the Abuja Declaration’s commitment 
 by African governments to dedicate 15% of national budgets to 
health (18). 

Aside from mobilizing funding, the Global Fund and PEPFAR 
created new opportunities for civil society engagement in 
decision-making. The Global Fund included civil society repre-
sentation on its board and its country coordinating mechanisms 
(CCMs), the in-country bodies responsible for developing 
proposals and overseeing grant implementation (19). Some civil 
society organizations have felt the impact of their CCM involve-
ment more than others, and their work remains to ensure that civil 
society is meaningfully engaged in Global Fund decision-making 
in all settings (19). 

Civil society’s input also has shaped PEPFAR’s programming to 
address tuberculosis, gender equality, gender-based violence, food 
and nutrition, reproductive health and family planning. PEPFAR 
now requires that its country teams include civil society in 
planning and respond to their recommendations (20). The roles 
for civil society and their contributions are outlined in PEPFAR’s 
partnership frameworks and country operational plans (21, 22). 

PROFESSIONALIZING CIVIL SOCIETY

With increasing responsibility for service delivery came the need 
for civil societies to build management capacity. Organizations 
like the Bill & Melinda Gates Foundation and the Ford Foundation 
therefore channelled funds for organizational development into 
building skills in advocacy, budget tracking, documenting best 
practices, policy research and analysis. This enabled civil society 
to engage actively in governance structures and advocacy at the 
global and country levels. 

The Robert Carr Civil Society Networks Fund supports civil 
society networks that focus on inadequately served populations 
(23). The ITPC’s HIV Collaborative Fund provides communi-
ty-based organizations with grants to reduce stigma and discrim-
ination (24–26). Through its Civil Society Action Team, the 
International Council of AIDS Service Organizations has been 
directly supporting civil society organizations (especially key 
populations) to be meaningfully engaged, and it has documented 
useful lessons learned from its experiences (27). 

2006 August

2008

PEPFAR reauthorized for up to US$ 48 billion to 

respond to AIDS, TB and malaria in 2009-2013.

UNAIDS, UNIFEM and UNFPA join efforts to 

launch a first of its kind outreach programme 

for female sex workers in Cairo, Egypt,  through 

the Al Shehab civil society organization.
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1 L IMITED FINANCING FOR THE 

COMMUNITY RESPONSE

Despite wide recognition of the importance of community-based 
services and advocacy, these activities are often underfunded. 
In particular, smaller organizations have struggled to access 
resources. While there are some grant programmes that directly 
fund civil society organizations, they may be regarded as special 
initiatives rather than core programmes, giving them fewer guar-
antees of being sustained over the long term. Perhaps because the 
result is easier to quantify and report upon, donors often prefer to 
fund the implementation of specific projects rather than support 
organizational development and capacity improvements that 
would strengthen civil society.

2 L IMITED INVOLVEMENT IN THE ROLL-

OUT OF BIOMEDICAL INTERVENTIONS 

The increasing focus on biomedical HIV prevention strategies  
that use public health approaches—and the growing  
emphasis on population-level impact and data-driven 
approaches—has challenged civil society to adapt and find its 
place in a new environment. 

So far, the engagement of civil society in this type of service 
delivery has been limited, yet it still has a crucial role to play 
through supporting people in care, reaching key populations and 
advocating to maintain the response. 

3 COHESION WITHIN THE CIVIL 

SOCIETY ADVOCACY MOVEMENT 

The work of ensuring that specific populations receive adequate 
services has resulted in AIDS advocacy partially splintering into 
special interest groups. While all of the groups are still working to 
advance greater equity in the response, it is important to  
maintain the strategic vision needed to grow overall resources  
for the response. 

4 JOINT PURSUIT OF AMBITIOUS 

SERVICE SCALE-UP AND HUMAN 

RIGHTS ADVANCES 

Recognizing that advances in human rights and equity are 
essential to scaling up services and reaching everyone in need, 
civil society has long advocated that programmes to advance 
both rights and services must be jointly implemented. Donors 
and governments, however, often fail to fund comprehensive 
approaches that include improvement in the enabling environ-
ment within which services are delivered. 

5 DIMINISHING POLITICAL SPACE  

FOR PARTICIPATION 

While civil society has established a place in decision-making 
around the AIDS response in many settings, there has been a 
trend of some governments to crack down on civil society activity. 
This greatly undermines the sector’s ability to organize, participate 
in or even access external funding. 

GAPS AND CHALLENGES 

TODAY



257

ACTIONS FOR THE

FUTURE

1 INCREASE FUNDING FOR  

COMMUNITY MOBILIZATION  

AND SERVICE DELIVERY

Countries are not yet fully leveraging community systems to 
make progress on the delivery of AIDS services. The community 
sector needs better promotion by donors and governments, and 
it also requires sustained financing. UNAIDS recommends that 
community-based service delivery of ART and testing will need to 
increase from a global average of 5% in 2013 to 30% in 2030. The 
proportion of global resource needs for community mobilization 
will increase from 1% in 2014 to 3.7% in 2020, and then to 4% in 
2030. It also has established a goal for 30% of resources for service 
delivery to be allocated to community-based service delivery. (28). 

 

2 SCALE UP HEALTH COVERAGEÑ 

EMPHASIZING EQUITY AND ACCESS 

FOR ALL

Health insurance schemes are increasingly a way to provide health 
care for communities. They come in various forms and in varying 
levels of quality and success. It is important that community  
health insurance schemes emphasize equity and access for  
marginalized populations. Communities need to understand that 
insurance proposals and to be able to provide input into their 
design. Civil society has an important role to play in developing 
mechanisms for monitoring the implementation and outcomes of 
these schemes.

3 ENGAGE COMMUNITIES AND TAKE 

CONCRETE ACTION TO REDUCE 

STIGMA AND DISCRIMINATION 

Interventions to address stigma and discrimination need to be 
scaled up alongside treatment and prevention services. Funding 
for human rights interventions represents only a small fraction of 
overall AIDS funding. Dedicated resources are needed to help civil 
society address the myriad of human rights issues that are at the 
heart of an effective response to AIDS. 

4 GROW SYNERGIES WITH  

OTHER HEALTH AND  

DEVELOPMENT MOVEMENTS

Civil society actors focused on HIV need to continue to reach out 
to movements that share their concerns about health, development 
and equity. These include communities of women and young 
people, people affected by disabilities and mental health advocates, 
as well as people working on chronic and noncommunicable 
diseases and climate change initiatives. These efforts are crucial 
not only because the global health resource pie is limited, but 
because such an approach also is strategic and successful.

5 BUILD THE CAPACITY OF 

COMMUNITY-LED ORGANIZATIONS

To ensure the sustainability of the response, there is a need for 
more investment to build capacity in civil society. The emerging 
data revolution and increasing emphasis on efficiency and 
accountability for public health outcomes means civil society 
needs to acquire new skills to stay meaningfully engaged.
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T H E  

T R E A T M E N T

A C C E S S 
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EVERYONE,
EVERYWHERE

FIFTEEN YEARSÑAND 15 MILLION 

PEOPLE NOW ACCESSING TREATMENT. 

THE JOURNEY HASNÕT BEEN EASY, OR 

PERFECTÑNOR IS IT OVERÑBUT IT HAS 

BEEN ABSOLUTELY WORTH IT. EVERY LIFE 

SAVED HAS COUNTED.
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DATA  P O I N T 
Global treatment coverage 

TREATMENT ACCESS
AT A GLANCE

5 LESSONS 
LEARNED

Fifteen mil l ion 

people have 

access to  

HIV treatment 

because of :

1.
Unprecedented 

global  pol i t ical 

commitment. 

2.
Sett ing ambit ious 

targets in  the face 

of  sceptic ism.

3.
Including people 

l iv ing with HIV 

in treatment 

del ivery.

4.
Chal lenging 

obstacles such 

as st igma, 

discr iminat ion and 

legal  barr iers .

5.
Innovative f inance 

mechanisms.

03
MONITORING EACH STEP OF 

THE PROGRAMME PROCESS 

TO SPOT AND RESPOND TO 

BOTTLENECKS AND GAPS.

04
LEARNING FROM THE COST-

EFFECTIVE DIRECTLY 

OBSERVED TREATMENT 

SHORT (DOTS) COURSE FOR 

TUBERCULOSIS TREATMENT. 

 

05
EXPANDING THE SOCIAL 

MARKETING OF CONDOMS 

FOR FAMILY PLANNING TO 

RESPOND TO HIV.

01
DECENTRALIZATION AND 

SMART TASK SHIFTING TO 

BRING SERVICES CLOSER  

TO PEOPLE.

02
APPLYING THE BEST ASPECTS 

OF COMMUNITY-BASED 

SERVICE DELIVERY.

Adults (ages 15+)
living with HIV

34.3 million
[31.8 millionÑ 
38.5 million]

Portion not treated with 
antiretroviral medicines

Not
treated

68%

41% 59%

Getting
treatment

32%

Portion getting 
antiretroviral treatment

Children
(through age 14)

living with HIV

2.6 million
[2.4 millionÑ 

2.8 million]

Source: UNAIDS.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE
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5 ACTIONS FOR  

THE FUTURE

01
Adapt service delivery models to 
further expand access.

02
Focus resources on the right inter-
ventions for the right populations 
in the right places in the right way.

03
Increase financing for  
HIV-related services.

04
Ensure that pharmaceutical inno-
vations are available, affordable and 
accessible to all.

05
Invest in reducing stigma  
and discrimination.

5 GAPS AND CHALLENGES 

COST OF MEDICINES AND 

DIAGNOSTICS CONTINUES TO BE 

A BARRIER TO HIV TREATMENT 

ACCESS.

MIDDLE-INCOME COUNTRIES 

FACE CHALLENGES IN ACCESSING 

AFFORDABLE HIV TREATMENT.

INEFFICIENCIES IN EXISTING AIDS 

TREATMENT PROGRAMMES IMPEDE 

THEIR SUSTAINABILITY.

WEAK AND OVERBURDENED 

HEALTH SYSTEMS.

NORMALIZATION OF HIV TESTING 

SLOWS WITH UNABATED STIGMA 

AND DISCRIMINATION.

5 MILESTONE MOMENTS 
THAT INFLUENCED THE  

AIDS MOVEMENT

NOVEMBER 2001

The Doha Declaration on the TRIPS Agreement 
and Public Health is adopted by World Trade 
Organization Member States. Affirming the 
primacy of public health, it highlights the right 
to make use of the flexibilities provided within 
the Agreement on Trade-Related Aspects of 
Intellectual Property Rights (TRIPS) to enhance 
access to medicines for countries with low or no 
pharmaceutical production capacities. Earlier 
that year, the Indian generic pharmaceutical 
manufacturer, Cipla, announces that it will sell a 
generic triple-therapy antiretroviral medicine for 
US$ 350 per person per year. 

2002Ñ2003

The Global Fund to Fight AIDS, Tuberculosis 
and Malaria is created in 2002 to support 
programmes in communities and countries most 
in need. In 2003, the President of the United 
States of America announces the President’s 
Emergency Plan for AIDS Relief, the largest 
bilateral health programme ever undertaken.  
In the same year, the World Health Organization 
and UNAIDS launch the “3 by 5” initiative,  
with the goal of having 3 million people in 
developing countries on antiretroviral therapy 
by the end of 2005.

Setting bold targets mobilizes action.

Establishing the implementation model for universal 
health coverage.

Building heath system capacities.

Providing hope, dignity and a future to people who are 
marginalized because of their health conditions.

Challenging conventional economic arguments for 
access to health.

SEPTEMBER 2006

A new international entity, UNITAID, is created 
by the governments of Brazil, Chile, France, 
Norway and United Kingdom of Great Britain 
and Northern Ireland to facilitate the acquisition 
of medicines for developing countries.

JUNE 2011

A commitment to reach 15 million people with 
HIV treatment is made at the United Nations 
High-Level Meeting on AIDS. In the same 
meeting, the Global Plan towards the elimination 
of new HIV infections among children by 2015 
and keeping their mothers alive is agreed, 
committing countries to a dramatic scale-up of 
the prevention of mother-to-child transmission 
in low- and middle-income countries. 

SEPTEMBER 2014

UNAIDS launches the Fast-Track approach, 
which encourages countries and cities to set 
ambitious targets and accelerate the delivery 
of high-impact HIV prevention and treatment 
services, including the 90–90–90 HIV treatment 
targets that are to be achieved by 2020: 90% 
of people living with HIV knowing their HIV 
status, 90% of people who know their HIV 
status accessing treatment and 90% of people on 
treatment having suppressed viral loads, so they 
remain healthy.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE
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FIFTEEN 
MILLION
AND 
COUNTING
The scale-up of HIV treatment in low- and middle-income 
countries over the past 15 years is one of the greatest success 
stories in global health. In sub-Saharan Africa at the end of 2002, 
about 52 000 people were on antiretroviral therapy as part of a 
pilot programme to ascertain if treatment delivery was viable 
in countries with poor health systems. At the end of 2014, the 
number had risen to 10.7 million.

People living with HIV are at the heart of this success. When 
antiretroviral therapy was not available, they became care-
givers for dying people who had been shunned by families and 
hospitals. When life-saving medicines became available, they 
fought for access. They confounded sceptics who said they could 
not remember to take their medicines regularly, and when health 
systems reached capacity, they brought in innovation and became 
providers themselves. At every barrier, they did not stop; they 
found a way to forge ahead.

In Kinshasa, Democratic Republic of the Congo, people living 
with HIV faced extreme stigma and discrimination. Many had 
not told their neighbours about their HIV status, and going to the 
clinics was expensive and time-consuming. They risked treatment 
interruption and would have proved the very people who said they 
could not adhere to treatment right.

That is when people living with HIV around Kinshasa, supported 
by Médicins Sans Frontières, established community antiretroviral 
therapy distribution points, bringing medication delivery closer to 
people’s homes, free of charge. Members would take turns going to 
the faraway clinic and bringing back medication for their group. 
They trained themselves in providing basic support and health 
assessments, and they ensured that they took their medicines 
regularly. They called friends who did not come to periodic check-
ups, and they referred people with illness to clinics. Together, 
people living with HIV community groups in Kinshasa have 

ensured that more than 90% of people who start on antiretroviral 
therapy stay on it, year after year, day after day.

In Mozambique, a study found that antiretroviral therapy 
distribution and adherence support by community groups have 
proved to be a highly successful alternative to the clinic-based 
model of delivering services and retaining people in care: in total, 
97.5% of people remain in care after one year, and only 0.2% are 
lost to follow-up (1). The financial, economic and social costs 
of treatment have also been shown to significantly decrease for 
people who enrol in community antiretroviral therapy (2).

Communities that manage their treatment needs are now the 
future of HIV treatment delivery.

THE BEGINNINGS OF A  

TREATMENT MOVEMENT

The success of antiretroviral treatment in saving lives was clear 
in the North in the late 1990s, but millions were dying in the 
South. The UNAIDS statistical report for 2000 did not even 
have a column on HIV treatment access. When Millennium 
Development Goal 6 was conceived, HIV prevention was the 
primary strategy. In fact, the 2001 United Nations Declaration of 
Commitment on HIV/AIDS did not even set a numerical target 
for HIV treatment access: it merely called on countries to “make 
every effort to provide progressively and in a sustainable manner, 
the highest attainable standard of treatment for HIV/AIDS”. 

By 2003—owing in large measure to the high cost of medicines—
fewer than half a million people living with HIV in low- and 
middle-income countries (mostly in Brazil, and other parts of 
Latin America and Asia) were accessing treatment regimens 
recommended by the World Health Organization (WHO), despite 
the fact that antiretroviral therapy had become widely accessible in 
the global North (3). 
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THE POWER OF  

SETTING TARGETS

It was at this point that WHO and UNAIDS broke the inertia of 
treatment scale-up and set an ambitious goal: reaching 3 million 
people with HIV treatment by 2005. Neither WHO nor UNAIDS 
had the necessary resources to pay for treatment at the time. 
They were not funding agencies. But they stepped in by providing 
countries with the political and technical tools to make the 
seemingly impossible happen.

As countries began to scale up access to treatment, the ambitions 
became bolder. By 2006, the “3 by 5” initiative had not achieved 
its target, but the results were so promising that Member States 
agreed in a further United Nations Political Declaration to commit 
to provide universal access to HIV prevention, treatment, care 
and support 2010. The birth of a movement for universal health 
coverage had begun, even if it was not yet known by this name.

By the time world leaders met in 2011 to take stock of what they 
had achieved in the past 10 years, 9.4 million (7.9 million in low- 
and middle-income countries) people were on treatment. This 
time there was more hope: medicine prices had tumbled, medi-
cation was easier to take and AIDS investments were generating 
economic returns. Buoyed by this success, world leaders set a 
goal of reaching 15 million people with HIV treatment by end of 
2015—literally doubling the target at a time when the economic 
crisis was engulfing rich and poor nations alike.

Today, UNAIDS can report that for the first time in history, 
a global health goal of such magnitude was reached ahead of 
schedule. 15.0 million people—90% of them living in low- and 
middle-income countries—are receiving antiretroviral therapy 
around the world.

Now the world is aiming higher. By the end of 2020, countries are 
setting themselves the goal of reaching the 90–90–90 treatment 
targets: 90% of people living with HIV knowing their HIV status, 
90% of people who know their HIV status accessing treatment and 
90% of people on treatment having suppressed viral loads, so they 
remain healthy.

The creation of clear and ambitious targets over the past 15 years 
has inspired the action necessary to increase access to HIV 
services, especially for antiretroviral therapy and prevention of 
mother-to-child transmission of HIV. Moreover, because explicit 
targets at the global, regional, national and even programme 
levels have been established—and results and shortcomings have 
been publicly reported—accountability has improved and lessons 
have been shared (4). Indeed, even in cases where it was clear 
that antiretroviral therapy scale-up targets were not achievable 
within the given time frames, efforts to reach them have fuelled 
unprecedented action, achieving progress that in many cases has 
far exceeded expectations (5).

TREATMENT ACCESS IS FAR FROM 

COMPLETE AND GAPS REMAIN

Despite the incredible progress that has been made, important 
gaps remain in access to testing and treatment services. For 
example, 59% of adults and 68% of children living with HIV are 
not yet accessing antiretroviral therapy.

While key populations experience significantly higher HIV 
burdens than general populations in many countries in the world, 
there are few good data on treatment access among  
key populations.

Punitive laws and practices, and a lack of political will, remain 
major barriers blocking access to HIV prevention and treatment 
services. In some countries, a hostile context makes it difficult—
even dangerous—for nongovernmental organizations to provide 
services for certain key populations (6).

A LANDMARK POLICY THAT LED  

TO ACCESS TO GENERIC  

ANTIRETROVIRAL MEDICINES 

Increasing access to HIV treatment would be impossible without 
access to quality assured medicines at low-cost. Intellectual 
property rights protection for pharmaceutical products is a 
barrier and determines whether low- cost generic versions of  
HIV medicines can be manufactured. It has huge implications for 
countries where resources are scarce and health care is under-
funded (7).

When the World Trade Organization (WTO) was established 
in 1995, its members adopted the Agreement on Trade-Related 
Aspects of Intellectual Property Rights (TRIPS), which requires 
intellectual property rights protection for industrial products, 
including pharmaceuticals, for at least 20 years. The agreement 
had a major impact on medicine prices, including the price of 
antiretroviral medicines, since the 20-year monopoly on pharma-
ceutical products impedes the production of generic, competi-
tively priced, versions of products. 

The subsequent impact on the global AIDS response led to the 
2001 WTO Declaration on the TRIPS Agreement and Public 
Health (also known as the Doha Declaration) (8). This declaration 
recognized “the gravity of the public health problems afflicting 
many developing and least developed countries, especially those 
resulting from HIV/AIDS, tuberculosis, malaria and other 
epidemics,” and it encouraged governments to make use of the 
flexibilities provided within the TRIPS agreement, including 
the ability to use compulsory licences. The mechanism enables 
governments to provide licences to third parties to make use  
of the intellectual property right without the patent holder’s 
consent, while providing it with appropriate royalties. The  
Doha Declaration was a policy landmark in efforts to rebalance 
intellectual property protection for health products and public 
health needs. 
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Despite the unprecedented increase in the commitment to 

combat the HIV epidemic under Goal 6 of the Millennium 

Development Goals, we have unfinished business. 

Fortunately, our collective response has taught us some key 

lessonsÑthe biggest one being that significant treatment 

scale-up is possible, including for people with reduced 

social power, contributing to the reduction of new infections 

and AIDS-related deaths.

At the same time, we should know that treatment scale-up 

is not an end in itself, and viral suppression does not equal 

optimal quality of life.

Men who have sex with men, transgender people, people 

who use drugs, sex workers and adolescents are not 

accessing essential HIV services. Social, policy and legal 

environments and lack of friendly rights-based services 

remain major barriers.

People living with HIV must be able to flourish. For that, 

they need person-centred care, free of violence, coercion, 

discrimination and stigma. They also need access to social 

protection and economic empowerment to meet basic life 

necessities, including education.

SIGNIFICANT  

TREATMENT SCALE-UP 

IS POSSIBLE 

SUZETTE MOSES-BURTON 
Executive Director of the Global Network of  

People Living with HIV (GNP+)

We also learnt that we canÕt succeed without full community 

engagement. We agree on the principle of Ònothing about 

us without usÓ, but we have yet to make systematic use 

of the specific expertise and networks of communities 

to increase outreach and the quality and sustainability of 

treatment, care and support.

I have two big but realistic hopes. One is that communities 

of people living with HIV will claim their leadership roles and 

work hand in hand with governments to develop national 

health and HIV policies and programmes driven by uncom-

promising respect for rights and the greater involvement 

of people living with HIV. The second is that communities 

of people living with HIV will guide national and donor 

governments in financing top-notch health systems in even 

the poorest places.

Now that we know so much, we can and must do better 

with the next development framework.  
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EFAVIRENZ IN  
BRAZIL 

CASE STUDY

In order to preserve policy options that will allow the least 
developed countries (LDC) to sustain their treatment programmes 
by securing their capacities to import and/or locally produce 
generic drugs, UNAIDS and the United Nations Development 
Programme have been advocating that LDCs should be allowed to 
be exempted to adopt TRIPS provisions while they remain classi-
fied as "least developed".

ANTIRETROVIRAL MEDICINES,  GENERICS 

AND MARKET DYNAMICS

The urgent need to scale up access to HIV treatment in 
resource-limited settings has led to the development of a range of 
strategies to regulate the pharmaceutical market more effectively. 
One of the most important of these strategies has been the acceler-
ated entry of generic antiretroviral medicines into the market. This 
has served to significantly enhance market competition, leading to 
dramatic reductions in the price of first-line regimens: prices have 
fallen from US$ 10 000 per person per year (pppy) in 2000 to less 
than US$ 100 pppy in 2011 (9).

Despite the benefits of opening up the pharmaceutical market to 
generic antiretroviral medicines, concerns about quality initially 
made some donors—including the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (Global Fund) and the United States 
President’s Emergency Plan for AIDS Relief (PEPFAR)—resistant 
to the use of their resources to acquire generic products. 

To meet this challenge, WHO established the WHO 
Pre-Qualification Programme (PQP) in 2001 to facilitate  
access to medicines (including generics for HIV, malaria and 
tuberculosis) that meet standards of quality, safety and efficacy 
(10). This move played a pivotal role in ensuring the quality of 
generic medicine manufacturing companies and their products, 
and it encouraged donors to support the procurement of generic 
antiretroviral medicines. 

In the case of PEPFAR, the United States Food and Drug 
Administration (FDA) started to approve generic drugs from 
non-US based companies used to treat HIV, enabling the use of 
such medicines in PEPFAR-supported programmes. The process 
includes an expedited review that allows the FDA to rapidly 
evaluate antiretroviral medicines from any international manu-
facturer. It also allows the FDA to issue approval for the use of 
the drugs in PEPFAR programmes if they meet FDA standards of 
safety, efficacy and manufacturing practices (11). 

Every year, UNAIDS and WHO meet with pharmaceutical 
companies (both originators and generics) to present and discuss 
the forecast of antiretroviral medicines, providing the market with 
estimates and trends of antiretroviral medicine use in accordance 
with evolving WHO guidelines for HIV treatment.

Prices of diagnostics have also fallen. The price of HIV testing 
has dropped to less than US$ 1. A landmark deal brokered 
by UNAIDS and Clinton Foundation with support of the 
Government of South Africa, PEPFAR and the Global Fund with 

In Brazil, work towards achieving universal access to 

antiretroviral therapy was strengthened in 1996 with the 

passing of the Universal Access to Antiretroviral Medicines 

Law. The Brazilian national HIV response was underpinned 

by the people-centred, rights-based ideology articulated in 

the Brazilian constitution in 1988, which states that "health 

is a citizen's right and a duty of the State." The country also 

was an early advocate of strong participation from civil 

society in order to achieve universal access.

Efavirenz (EFV) is a key drug for first-line treatment of 

HIV: in combination with other antiretroviral medicines, 

it is extremely potent and tolerated relatively well (9). 

By 2007, 75 000 people living with HIV in Brazil were 

accessing EFVÑbut the achievement had a huge impact on 

the government budget for HIV medicines. Between 2006 

and 2007, more than eight rounds of negotiations were 

held between the Brazilian Government and the patent 

holder of EFV to agree to a price reduction that would 

facilitate increased access to the medicines. During those 

negotiations, the patent owner moved just 30% in price 

(from US$ 1.59 per pill to US$ 1.11 per pill), despite the fact 

they were supplying EFV to Thailand at the much lower cost 

of US$ 0.65 per pill. 

Deeming this unacceptable, the Brazilian Government 

invoked a "compulsory license" of EFV for public 

non-commercial use on the grounds of public interest in 

May 2007. A royalty fee of 1.5% of the cost of the finished 

product was awarded to the patent holder. 

As a result, Brazil was able to import a generic version 

of EFV from India at one third of the price quoted by the 

licence holder (9), significantly increasing access  

to life-saving antiretroviral therapy for those in need.  

The total savings that resulted from buying EFV from 

generic suppliers between 2007 and 2011 were roughly  

US$ 103.6 million. 

In 2005, India—an exporter of generic antiretroviral medicines—
took advantage of the exemption period for adopting intellectual 
property protection (including for pharmaceutical products) and 
amended its Patent Act to incorporate some of the flexibilities 
provided within the TRIPS agreement. The Indian government 
also succeeded in preserving the legislative and policy spaces 
that permit Indian companies that make generic medicines 
to consolidate their exporting capacities to other developing 
countries. Currently, however, India is under pressure from several 
companies and governments of developed countries to dilute these 
provisions in free-trade agreements being negotiated with them.



ÒThrough HIV and health,  
I began to understand  
society and how as an  
individual I could  
challenge what was  
happening around me.  
... I felt like a citizen.Ó 

VUYISEKA DUBULA
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Roche led to prices of viral load test to be reduced by 40% to less 
than US$ 9.40 per test for low-and middle-income countries. This 
deal led to offers of price reduction by several other manufactures.

VOLUNTARY LICENSING AND  

PATENT POOLING

Yet another innovation was the creation of the Medicines Patent 
Pool (MPP) by UNITAID in 2010. The MPP is a system that 
provides entities other than the patent holder more ready access 
to patents. Through this mechanism, patent holders voluntarily 
offer the intellectual property related to their inventions to the 
patent pool (albeit with certain conditions). Companies that meet 
the required standards and wish to use the intellectual property 

to develop medicines can seek a licence from the MPP and then 
produce the medicines for use in developing countries. 

FINANCING HIV TREATMENT:  NEW 

PARADIGMS IN FUNDING

Innovative financing mechanisms have played an integral role in 
the success of the HIV response. The Global Fund was one of the 
first innovative donor mechanisms to play a role in increasing 
access to health services for HIV, tuberculosis and malaria. The 
Global Fund also has supported procurement through the acqui-
sition of health products that would otherwise be too expensive 
for individual low- and middle-income countries. It does this by 
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purchasing drugs and laboratory supplies in large quantities in 
order to benefit from more competitive pricing. 

In 2006, the governments of Brazil and France proposed the 
creation of an international facility for the acquisition of medicines 
for developing countries. Eventually founded by Brazil, Chile, 
France, Norway and the United Kingdom of Great Britain and 
Northern Ireland, this initiative (which is known as UNITAID) 
was funded primarily through contributions from a levy on airline 
tickets. Today, UNITAID funds proposals from implementer 
agencies that would have market impact on four specific niches, 
including second- and third-line antiretroviral medicines and 
paediatric antiretroviral medicines. 

PEPFAR, the largest bilateral health programme ever under-
taken, has been an equally important funding initiative for 
helping countries purchase HIV-related commodities. As of 2014, 
PEPFAR was supporting 7.7 million people on HIV treatment. The 
Global Fund also reported supporting 7.3 million people on HIV 
treatment.

ENABLING HIV TREATMENT:  BEYOND 

PILLS AND POLITICS

In many parts of the world, increasing access to treatment was 
not just a question of rolling out the distribution of pills. First and 
foremost, it required addressing the social stigma surrounding 
HIV that was preventing people from coming forward for testing. 
To do that, the implicit and explicit discrimination against people 
living with HIV, including that found among health-care workers, 
had to be challenged. Addressing stigma also required identifying 
the legal barriers to accessing services that are experienced by key 
populations, training health workers, establishing anti-discrimi-
nation legislation, and engaging communities in the design and 
delivery of health care—only then could some of these social and 
legal barriers be overcome.

SCALING  
UP SMART

The Ethiopian Government made the AIDS response a 

national priority when it launched its National Plan for 

Accelerated and Sustained Development to End Poverty 

in 2005. The Ethiopian response achieved a remarkable 

transformation with annual HIV-related deaths dropping 

from 99 000 in 2005 to 44 000 in 2011 (24). 

Tedros Ghebreyesus, former Ethiopian Minister of Health 

and chair of the Country Coordinating Mechanism, stated 

that his countryÕs efforts to stop the progression of HIV 

succeeded because outside support was implemented 

within a broader domestic strategy to improve health care 

in a sustainable way (25). 

EthiopiaÕs strategy included strengthening community-

based health services, such as using a house-to-house 

service delivery model, and expanding service delivery 

points, using task shifting. The Health Extension Programme 

was launched in 2003 to help achieve universal access to 

primary health care and accelerate the countryÕs progress 

in meeting the Millennium Development Goals for child 

mortality, maternal mortality, and in combating HIV/AIDS, 

malaria, and other diseases. 

Having successfully convinced the Global Fund that s 

ervice delivery could not be expanded without building  

up the health system at the same time, Ethiopia was  

able to utilize international resources to expand and scale 

up the community health extension worker programme.  

More than 38 000 health extension workers were  

deployed to all kebeles (the first-level of administrative 

units) across Ethiopia. 

The number of sites providing children's home and 

community treatment services increased from 659 in 

2005 to 2800 in 2011, while the number of antiretroviral 

therapy sites increased from three in 2005 to 845 in 2011. 

The number of people receiving antiretroviral medicines 

increased from 3221 in 2005 to 274 000 in 2011 (24).

2008

2008

A total of 147 Member States submit 

UNGASS country progress reports.

Coverage of antiretroviral therapy and services to 

prevent mother-to-child transmission exceeds 40% 

for the first time. 
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GAPS AND CHALLENGES 

TODAY

1 COST OF MEDICINES AND DIAGNOS-

TICS CONTINUES TO BE A BARRIER

Issues around antiretroviral medicine manufacture, pricing and 
unmet needs for research and development must be solved in 
order to ensure the availability of quality assured medicines at 
low cost. While first-line medicines are available and affordable in 
many developing countries, there is an ongoing need to develop 
fixed-dose combinations to increase adherence to treatment and 
reduce the toxicity of existing medicines. 

Furthermore, second- and third-line regimens are scarcely afford-
able. The availability and affordability of treatment monitoring tools, 
such as viral load tests and point-of-care CD4 tests, also impede the 
ability of countries to monitor and achieve treatment targets.

2 BURDEN OF HIV ON  

MIDDLE-INCOME COUNTRIES

Middle-income countries bear a high disease burden. It is 
estimated that by 2020, the majority of people living with HIV will 
be residing in middle-income countries. They also face dispropor-
tionate disease burdens on other fronts, including multidrug-resis-
tant TB and hepatitis C. 

Medicines prices vary widely among middle-income countries, 
with many paying high prices for second- and third-line antiretro-
viral medicines due to differences in the epidemiological burden, 
procurement policies, patent legislation and access policies of 
pharmaceutical companies. 

Many countries are exclusively relying on domestic resources to 
sustain access programmes. Further coordination is required to 
foster the adoption of collective strategies (such as pooled procure-
ment). The use of TRIPS flexibilities can offer further opportuni-
ties for accessing HIV-related products at affordable prices. The 
creation, establishment and enforcement of information exchange 
platforms on pricing mechanisms to ensure greater transparency 
are required to enhance the effectiveness of drug delivery and to 
secure better prices.

3  

INEFFICIENT AIDS PROGRAMMES

As global resources tighten and low-middle income countries begin 
to make the transition to increased domestic investment, it is 
crucial that resources are allocated efficiently to achieve maximum 
impact in the places (and for the people) that are most in need. 
All too often, however, the distribution of resources for an AIDS 
response bears little relationship to a country’s epidemic profile. 

Significant variation also can exist in the unit costs of delivering 
antiretroviral therapy services within and across countries (12). 

Increased work is needed to ensure that services yielding the best 
outcomes are prioritized. This demands reductions in duplication 
and the decentralization of services, including community-based 
delivery mechanisms, allowing limited resources to be reallocated 
towards direct service delivery (13) and creating opportunities for 
increasing the number of people accessing HIV services (14). 

4  

WEAK HEALTH SYSTEMS 

After rapid early growth in the number of clinic sites, expansion 
has slowed, and increasing numbers of people receive care in 
clinics that have insufficient numbers of doctors, clinical officers 
and nurses. Despite progress in task shifting in some settings, in 
other instances, traditional care models have not been adapted to 
ease the burden on clinics. As a result, those clinics are crowded 
and waiting times are long.

While individuals who have been linked to care and retained 
on antiretroviral therapy achieve high rates of viral suppression, 
studies have shown that there is substantial loss to follow-up 
across all stages of HIV treatment and care. Monitoring each step 
within the HIV treatment cascade is also essential to identifying 
gaps in programming and understanding the specific reasons 
behind dropout (15). 

5 HIGH LEVELS OF STIGMA  

AND DISCRIMINATION

Despite the availability of HIV treatment and the benefits that 
it clearly provides to individuals and communities, stigma and 
discrimination of people affected by HIV has persisted. HIV testing, 
for example, is still viewed with suspicion, and nearly 17.1 million 
people do not know their HIV status. Enabling individuals at higher 
risk of HIV infection to have knowledge of their HIV status without 
fear of violence, disclosure or discrimination—and linking them to 
care—will define the success of treatment programmes. 
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ACTIONS FOR THE

FUTURE

1 ADAPT SERVICE DELIVERY MODELS 

TO FURTHER EXPAND ACCESS

Innovations in service delivery must be accelerated in order to 
sufficiently expand access to HIV services. For example, combining 
HIV testing and counselling with screening for multiple diseases 
has the potential to increase the numbers of people who know their 
HIV status. Self-testing also has shown promise, allowing people to 
test themselves for HIV in private (16).

Decentralizing services to the community will increase the 
number of service delivery points and expand health worker 
capacity without compromising the quality of care. It has the 
potential to provide cost savings while creating services that are 
more accessible to people in need (16).

2 FOCUS RESOURCES ON THE RIGHT 

INTERVENTIONS FOR THE RIGHT 

POPULATIONS IN THE RIGHT PLACES 

IN THE RIGHT WAY

More attention must be placed on prioritizing interventions that 
have proven effective at preventing new infections and saving 
lives (13).

Achieving maximum impact given available resources means 
doing what it takes to scale up coverage of the core interventions 
shown to be effective in reducing HIV transmission, morbidity 
and mortality (17). It also means reaching the populations that are 
most severely affected, as well as taking account of the geograph-
ical distribution of the people acquiring HIV infection (18). 

In order to address this, countries must take a focused approach 
to allocating resources and providing accessible services where the 
need is greatest (14). In fact, modelling in Kenya has illustrated 
that this form of focused approach achieves greater effect than a 
uniform approach, despite the same level of investment (19). 

3  INCREASE FINANCING FOR  

HIV-RELATED SERVICES

After a decade of unprecedented growth, financing for the AIDS 
response has levelled off. At the same time, the world now has 
compelling evidence that people with HIV benefit by accessing 
antiretroviral therapy as early as possible (20). Studies also suggest 
the potential of antiretroviral therapy to prevent new infections (21). 

Low- and middle-income countries doubled their domestically 
sourced financing for AIDS programmes between 2006 and 

2012. Overall domestic spending now exceeds international 
disbursements. 

However, further increases and efficient reallocation will be 
required to address the increased need of earlier initiation of 
antiretroviral therapy and reaching 90–90–90 by 2020, when 
resources would reach US $32 billion. 

4 ENSURE THAT PHARMACEUTICAL 

INNOVATIONS ARE AVAILABLE, 

AFFORDABLE AND ACCESSIBLE  

TO ALL COUNTRIES

In 2006, the WHO commissioned Global Commission on 
Intellectual Property, Innovation and Public Health, issued 
recommendations to bridge gaps in research and development 
within the pharmaceutical sector. The debate about the 
inefficiencies of the current intellectual property system to 
enhance access to innovation in resource-limited settings 
continues to evolve. 

In 2008, the World Health Assembly adopted the Global Strategy 
and Plan of Action on Intellectual Property, Innovation and Public 
Health, encouraging countries to explore alternative mechanisms 
to enhance research and development. The report of the Global 
Commission on HIV and the Law, launched in 2012, went in the 
same direction. The commissioners proposed the establishment of 
a high-level panel to explore alternatives to the current intellectual 
property system in an effort to overcome inequalities in access to 
medicines (22).

5 INVEST IN REDUCING STIGMA  

AND DISCRIMINATION

Stigma, discrimination and punitive laws continue to affect the 
people most impacted by HIV and to block their access to HIV 
services in every region of the world (23). Ending the AIDS 
epidemic will not be possible unless efforts to address legal and 
policy barriers to the access of HIV services are fully funded. 

Investment is needed to reduce stigma and discrimination 
by creating legislative environments that reduce inequalities, 
promoting and protecting the rights of those affected by HIV. 
Full engagement of and support for community mobilization is 
essential to ensuring that care and treatment programmes advance 
human rights and the vision of zero discrimination. 
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COMBINATIONS
TO DATE, THERE IS NO MAGIC BULLET 

FOR HIV PREVENTION. NEVERTHELESS, 

WHEN A COMBINATION OF PROVEN, HIGH-

IMPACT PREVENTION PROGRAMMES IS 

CONSISTENTLY IMPLEMENTED AT  

SCALE AND WITH FLEXIBILITY IN  

ORDER TO REACH POPULATIONS AND 

LOCATIONS AT INCREASED RISK, IT IS 

POSSIBLE TO ACHIEVE A RAPID DECLINE IN 

NEW HIV INFECTIONS. 
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HIV PREVENTION 
AT A GLANCE

5 LESSONS 
LEARNED

Effect ive HIV 

prevention  

must  include: 

1.
Using a 

combinat ion 

of  di f ferent 

approaches 

and tools ,  and 

del iver ing at  scale.

2.
Addressing 

sensit ive issues 

related to sexual 

behaviour and  

drug use. 

3.
Ensuring 

inclusiveness and  

a  human r ights-

based approach.

4.
Providing evidence-

informed services 

and community- led 

service del ivery.

5.
Deploying new 

communicat ion 

and prevention 

technologies 

rapidly and as they 

become avai lable.

DATA  P O I N T
Towards a new stage in HIV prevention 
The targets refer to a 50% reduction in new infections by 2015 (as endorsed by 

United Nations Member States in the 2011 United Nations Political Declaration 

on HIV and AIDS), and a 75% reduction of new infections (to under 500 000) 

by 2020. This is working towards a 90% reduction (to fewer than 200 000) by 

2030, which would mean the end of the AIDS epidemic as a public health threat. 

All reductions are compared to a 2010 baseline. 

03
EXPANDED OUR 

UNDERSTANDING OF  

SEXUAL BEHAVIOUR.

04
PROVIDED AN ENTRY POINT 

FOR HIV TESTING,  

TREATMENT,  CARE AND 

IMPACT MITIGATION. 

 

05
MADE HUMAN RIGHTS THE 

CENTRE OF ATTENTION. 

01
PROVIDED HOPE BEFORE 

TREATMENT BECAME  

WIDELY AVAILABLE.

02
PULLED TOGETHER DIVERSE 

STAKEHOLDERS AND SECTORS.

Source: Source: UNAIDS (May 2015)
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5 CONTRIBUTIONS TO

THE AIDS RESPONSE



279

5 ACTIONS FOR  

THE FUTURE

01
Increase reach to include more key 
populations and locations. 

02
Integrate HIV combination prevention 
strategies with treatment programmes.

03
 Invest in new prevention tools.

04
Be vigilant for changes in  
risk perception.

05
Unlock the potential of new social, 
mobile and data technologies. 

5 GAPS AND CHALLENGES 

NEW INFECTIONS ARE NOT 

DECREASING IN SOME SETTINGS. 

HIV PREVENTION COMMITMENT AND 

LEADERSHIP ARE INCONSISTENT.

SERVICES FOR KEY POPULATIONS, 

YOUNG PEOPLE AND ADOLESCENTS 

ARE INADEQUATE AND OF  

LIMITED SCALE.

DESIGN AND MANAGEMENT 

OF COMPLEX COMBINATION 

PREVENTION PROGRAMMES  

IS CHALLENGING.

THE RESPONSE HAS FAILED  

TO KEEP PACE WITH  

EMERGING INNOVATIONS.

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

JULY 1999

United Nations Member States set the first target 
for HIV prevention, calling on governments 
(with the support of UNAIDS and donors) to 
reduce the 2005 HIV prevalence among young 
people by 25% in the most affected countries, 
and in all countries by 2010.

JUNE 2005

The UNAIDS Programme Coordinating Board 
adopts Intensifying HIV prevention: a UNAIDS 
policy position paper. The paper calls for a 
combination to HIV prevention.

NOVEMBER 2005

The documentation of prevention success in 
Zimbabwe attracts worldwide attention and 
disbelief. Adult HIV prevalence declined from 
29.5% [28.4–30.6%] in 1997 to 21.8% [20.9–
22.6%] in 2005 during a period of severe social, 
political and economic disruption. Previously 
only three countries—Senegal, Thailand and 
Uganda—were known to have successfully 
reduced HIV prevalence among adults.

Mobilizing political and community support.

Increasing funding for HIV prevention 
research and development.

Coordinating multiple sectors  
and stakeholders.

Pushing for human rights. 

Focusing on key populations and locations.

NOVEMBER 2010

The Pre-exposure Prophylaxis Initiative trial 
finds that the HIV infection rate among HIV-
negative gay men who were given a daily pill 
containing two HIV drugs was reduced by 44% 
(compared with the rate among men who were 
given a placebo). In 2015, the World Health 
Organization included the use of pre-exposure 
prophylaxis as an additional HIV prevention 
option for people at higher risk.

JULY 2011

Member States commit to reducing new HIV 
infections through sexual transmission and 
injecting drug use by 50% and to eliminating 
new HIV infections among children by 2015.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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A SINGLE PREVENTION APPROACH CAN 

GO A LONG WAY, BUT IT IS NOT ENOUGH

Promoting and distributing a prevention commodity like 
condoms can make a huge difference in a successful HIV preven-
tion response. But it not enough on its own. When it comes to 
condoms, the reality is that negotiating their use can be very 
difficult for many people who are at higher risk of HIV.

This has been the experience of Matida, a young sex worker from 
the south of Zimbabwe who shared her story at a recent UNAIDS 
consultation. Matida was abused and raped by some of her male 
clients, including when on her way to celebrate Christmas with her 
two-year-old daughter, and several times by the police. None of 
the men used a condom. Matida contracted a sexually transmitted 
infection, but it fortunately was not HIV: thanks  
to her participation in a pilot project that had rolled out  
pre-exposure prophylaxis (PrEP) to HIV-negative people who 
were at higher risk of HIV, she had been protected from the virus 
during the assaults. 

In May of 2015, Zimbabwe’s National AIDS Council (NAC) 
announced that the country has one of the highest usages of 
condoms in the world, with more than 109 million condoms 
(104 million male condoms and 5.2 million female condoms) 
distributed in 2014 (1). Dispensed by the Zimbabwean govern-
ment, non-profit organizations and social marketing campaigns, 
condoms are available to people through many different outlets, 
and female condom sales are among the highest in the world (1). 

This marks a considerable change. In the 1980s and early 1990s, 
HIV spread quickly, with an estimated 29% of adults in Zimbabwe 
living with HIV by the late 1990s. By 2007, however, adult prev-
alence had dropped to an estimated 19.7% [18.9–20.4%], with 

empirical data and modelling showing a massive reduction in 
levels of risky sexual behaviour and an increase in condom use. 

Promoting condom use and expanding access to condoms have 
been at the centre of Zimbabwe’s HIV prevention programme 
since the early 1990s. The programme has used the national media, 
peer education and activities in schools, workplaces and churches. 

Zimbabwe shows that in the absence of effective biomedical 
programmes, other HIV prevention approaches can work. Policy-
makers have time and again expressed their commitment to 
prevention as the first HIV priority in Zimbabwe, in part because 
of concerns that providing treatment to an ever-increasing number 
of people living with HIV would become unsustainable. 

The example of Zimbabwe also shows the limitations of traditional 
approaches. Despite strong condom promotion for almost three 
decades, significant gaps remain. Women are much less likely than 
men to consistently use condoms in their non-marital relationships, 
and many men still avoid being tested for HIV, a critical first step 
in prevention and treatment (2). Furthermore, people who receive 
consistent information about condoms from multiple sources are 
more likely to use them than people with limited access to the same 
information; similarly, people who have positive attitudes about 
condom use are more likely to use them than those with negative 
attitudes. Hence, condoms are unlikely to work for everyone.

As a result, Zimbabwe is continuing to include other approaches 
in its response, including experimenting with PrEP for female sex 
workers and providing social protection grants to young women 
and girls in rural areas that have high levels of HIV. Studies have 
shown that social protection grants enable young women and girls 
to delay sex or to choose younger partners instead of engaging in 
transactional sex or in sex with older men (who are more likely to 
be HIV-positive). 

MIX AND 
MATCH

In 2000, many political leaders said it was as simple as “ABC”: 
abstinence, be faithful and use condoms. Some focused only on 
“A”; preachers liked “A” and “B.” Very few at the time—politically, 
socially or personally—chose “C.” As a result, new HIV infections 
outpaced gains made in the AIDS response. Only when national 
programmes began to give people the agency and power to choose 
prevention options that suited their individual circumstances 
and lifestyles were new HIV infections reduced. Combination 
prevention—backed by scientific evidence and individual 
agency—led the way in reversing the growing tide of new HIV 
infections in far corners of the world. 
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A good HIV prevention programme includes a number of key 
ingredients, such as an understanding of the epidemic, political 
commitment, recognition that access to HIV prevention services 
is a right, programmes at scale, broad choices and high-quality 
service delivery. Managing the implementation of a complex range 
of social and behaviour change and public health programmes is 
as much an art as a science, and it can be a challenge to ensure that 
the programmes are not only accessible to those at higher risk, but 
that people are empowered to use them. 

GLOBALLY,  HIV PREVENTION HAS BEEN 

MODERATELY SUCCESSFUL 

Following the peak of the epidemic in the mid- and late 1990s, 
there was a relatively rapid decline of new infections, from  
3.1 million [3.0 million–3.3 million] in 2000 to 2.7 million 
[2.5 million–2.8 million] in 2005. This is partly attributed to the 
natural course of the epidemic, the beginning of saturation  
among those at highest risk and early prevention successes.  
Since then, new infections have continued to decline globally: 
between 2005 and 2014, new HIV infections are estimated to  
have declined by 24%. 

A CLEARER UNDERSTANDING

Our understanding of the spread of HIV has improved over time. 
It is now evident that local epidemics can spread wherever the 
virus is newly introduced into high-risk populations, but wide-
spread epidemics affecting young people who are not directly 
associated with key populations no longer occur outside Africa. 

In Kenya, better data show a nuanced picture. In some parts of the 
country, key populations are mostly affected, while in others—
like the fishing communities in Homa Bay and major cities like 
Nairobi—wider segments of the population are affected, including 
large numbers of young women and girls.  
 
There is now a clearer picture of the epidemic in the most  
affected countries in southern Africa. Female sex workers, for 
instance, are disproportionately affected, even in areas of already 
very high prevalence. 

EVOLUTION IN PREVENTION TOOLS 

In the early 2000s, sexuality education, behaviour change 
and condom promotion were the only effective options for 
stopping the sexual transmission of HIV. Thanks in part to these 
programmes, there has been a declining trend in new HIV infec-
tions among young people in many countries. In Kenya, United 
Republic of Tanzania, Zimbabwe and other countries, age at first 
sex has increased and the numbers of partners has decreased; 
increased condom use among youth also has been noted in 
several countries that have experienced a decline in infections (4). 
However, in part because of a lack of evidence and the difficul-
ties of evaluating social and behaviour change programmes, few 
countries have systematically implemented them at scale and over 
time, even during the earlier stages of the epidemic, when effective 
biomedical tools were not yet available. 

In recent years, behavioural approaches (including social 
marketing) have been used to support the promotion of biomed-
ical tools, such as voluntary medical male circumcision (VMMC), 
HIV testing and early referral into treatment. There also is 
untapped potential for emerging digital channels to help peer 
support, for example the synergy between online dating applica-
tions and social networks.

Behavioural, biomedical and other structural programmes have 
been brought together since 2006 to address the specific but 
diverse needs of a given population at risk. This is called the 
“combination prevention” approach (3). 

Zimbabwe  
Number of male and female condoms distributed
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2009 January

Michel Sidib� sworn in as the Executive Director of UNAIDS  

by United Nations Secretary-General Ban Ki-moon.

New WHO guidelines recommend that everyone 

with TB who is living with HIV should receive 

antiretroviral therapy, regardless of their CD4 count.
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Every so often, a nation must take some moments to pause 

and ask: will doing things as we are now get us where 

we need to go? If the answer is no, then bold, out-of-the-

ordinary action is needed.

In this reflection, Kenya recognized that a change was no 

longer optional for a drastic reduction of new HIV  

infections. We shifted our paradigm from the historical 

focus on interventions first to people first. Put simply, who 

needs HIV prevention, where are they, what is available in 

the Kenyan market and how can we get it to everybody? 

This is what population and geographical prioritization, and 

evidence-based, locally implemented, combined solutions 

for optimal results, are all about. I have learnt that when 

committed, a group of people can take the risk of going 

against conventional thinking and bring change to the way 

the world does business.

Our biggest hope is to have the African Union make HIV a 

priority in the African 2063 Agenda and rally behind the HIV 

response, recognizing the life-cycle liability of HIV treatment 

and antiretroviral therapy for Africa, and understanding that 

frontloading resources and political will into locally owned, 

combined HIV prevention options that address behaviour 

and social structure for the next 15 years is the only 

long-term sustainable solution.  

SHIFTING TO PUTTING 

PEOPLE FIRST 

NDUKU KILONZO
Director of the National AIDS  

Control Council, Kenya
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THE HUMBLE CONDOM

Since the early 1980s, condoms have played a major role in HIV 
prevention, averting up to 50 million new infections according to 
modelling in 2014. Whether in countries like Zimbabwe (5) and 
South Africa (6), or among epidemics within sex worker commu-
nities in Thailand (7) or India (8), increased condom use has had 
an impact and contributed to reductions in HIV. 

Has so-called condom fatigue set in? A global consultation in 2014 
uncovered a mixed response, but it concluded there was no clear 
evidence to indicate that such fatigue existed at this time. Some 
communities, however, have demanded additional prevention 
options (such as PrEP) where condom use could not be negotiated, 
though in some regions and countries (mainly in Africa), condom 
supplies have remained inadequate, with lubricants often entirely 
unavailable.  There was a recommendation to move away from a 
disease focus, instead stressing the pleasure of sex with condom 
use and distributing more appealing condoms. There are some 
country examples where female condoms contribute a significant 
proportion of the overall condom use, and if products are further 
developed and unit prices fall, this sector may well grow.

In 2013, donors supported the procurement of 3.3 billion 
male condoms and 33 million female condoms; this is 
respectively a threefold and tenfold increase compared to 

2000. However, spending on male condom procurement for 
sub-Saharan Africa by donors has remained steady, at around 
US$ 50–55 million (approx. 1.7 billion units) since 2008. This 
is only just over half of the 3.3 billion male condoms needed 
by 2015 in sub-Saharan Africa as projected by the United 
Nations Population Fund. Current donor spending on condoms 
is insufficient, with the two largest HIV donors—the Global 
Fund and PEPFAR—spending less than 1% (2013) of their HIV 
allocations on condoms. Distribution also is not sufficiently 
scaled up in many countries and key locations (9), although the 
cost of male condoms is around US$ 4 for an annual supply for 
a couple (10). In sub-Saharan availability of condoms Africa still 
varies greatly between and within countries, and health facilities 
continue to experience stock-outs (11).

WHAT ELSE WORKS?

Strong evidence of the effectiveness of harm reduction 
programmes among people who inject drugs has existed for some 
time. Needle–syringe programmes reduce the use of unsterile 
injecting equipment and have contributed to reductions in HIV 
transmission in some countries (12). Similarly, a meta-analysis 
of nine studies has shown that opioid substitution therapy has 
reduced HIV incidence by 54% by reducing drug injecting 
behaviours (13).

Voluntary medical male circumcision (VMMC) provides 
vaccine-like protection to young men by reducing the risk of 
HIV transmission from females to males by 60% (14, 15). While 
its biological benefit is clear, there was scepticism about the 
cultural acceptability of circumcising millions of young men in 
communities with no tradition of male circumcision. Sceptics have 
largely been proven wrong, and uptake has been steadily increasing. 
To date, VMMC has been rolled out in 12 countries in Africa. 

The use of antiretroviral treatment is more recent, but it is an 
important addition to the HIV prevention toolset. Evidence has 
conclusively proven that the roll-out of treatment is making a 
contribution to prevention, giving people a clear imperative to get 
tested for HIV, enrol early in treatment and adhere to it, both for 
their own health and for that of their sexual partners.

PrEP—the oral use of prescription drugs by people who are 
HIV-negative—also prevents HIV, and after almost a decade of 
trials, there now is momentum for its rapid roll-out to those at 
highest risk. The World Health Organization (WHO) recommends 

External procurement support for male condoms  
for sub-Saharan Africa, 1990Ð2013
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The World Bank and UNAIDS publish a report on the impact  

of the economic crisis on the AIDS response.

During the United Nations General Assembly, 

UNAIDS calls for the virtual elimination of mother-

to-child transmission by 2015.
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that PrEP be in place by the end of 2015 for these key  
populations; implementation guidance is being developed and 
engagement with the pharmaceutical sector to ensure affordable 
prices has already begun. 

Community engagement, the provision of an environment that 
is conducive to service delivery and efforts to address poverty, 
gender inequality, stigma and discrimination, and uptake are 
critical to the success of prevention programmes. 

Economic empowerment through cash transfers and enrolment 
in education has been linked to reductions in both new HIV 
infections and early marriage among young women and girls. 
Modelling of different sex worker programmes in Canada, Kenya 
and India have shown that the decriminalization of sex work, a 
safer work environment and reducing violence and harassment 
would have the highest impact on condom use and HIV infection 
(peer-led outreach and improved access to antiretroviral therapy 
notwithstanding) (16). 

FRACTURED PLANNING

Too often, national programmes have consisted of a collection of 
diverse projects and services that do not focus on those who are at 
the highest risk or on joint planning to capture synergies.  
As a result, they have failed to maximize impact or sustain  
gains over time (17). 

Combination prevention aims to replace this ad hoc approach with 
an effort that is more strategic and targetted and better managed 
(18), but there is little evidence of significant improvement in 
recent years. A 2013 mid-term review of the implementation 
of the 2011 United Nations Political Declaration on HIV 
and AIDS confirmed that national prevention programmes 
were not sufficiently coordinated or evidence-informed, and 
programmes often were too generic (instead of focusing on those 
at highest risk). 

Combination programmes also are difficult to evaluate, as they 
entail multifaceted, context-dependent actions, the impact of 
which is achieved as a result of the mix of programme activities. 
Because biomedical programmes, such as antiretroviral therapy or 
VMMC, often are easier to implement and quantify, both donors 
and decision-makers have increasingly focused their investments 
on these in recent years. 

FOCUSING WHERE NEW INFECTIONS  

ARE MOST LIKELY TO OCCUR

By the mid-2000s, the concept of “know your epidemic, know your 
response” provided the ability to consider the local context of each 
epidemic. With better data, the epidemiologic and demographic 
profile—along with the needs of different populations—could be 
understood, and biomedical, behavioural and structural activities 
could be applied. 
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ÒCondoms:  
weapons  
of mass  
protection.Ó 

MECHAI VIRAVAIDYA
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The concept may be enjoying a renaissance. With more granular 
data showing HIV prevalence and incidence at the district or 
city level (19), it is apparent that today’s epidemic is sustained 
by pockets of high transmission within countries. This is where 
prevention efforts must be focused. These pockets include key 
populations in cities, as well as young women and their adult 
male sexual partners, mostly in eastern and southern Africa. 
A dedicated effort is being made to motivate mayors and leaders  
of the most affected cities, municipalities and districts to plan  
their own context-tailored responses. This engagement is 
beginning to pay off.

Secondly, combination prevention is being further advanced 
through the description of programme packages for key 
populations. For instance, transmission among people who 
inject drugs can be reduced to a set of three core programmes: 
opioid substitution therapy, needle–syringe programmes and 
antiretroviral therapy. A combination of all three is required to 
reduce HIV infections in this population; peer educators and 
community outreach also are essential. 

Prevention efforts to reach young women and girls in southern 
Africa have focused on some general programmatic areas, such 
as raising awareness, providing HIV education, disseminating 
information, supplying services and developing life skills. The 
evidence, however, suggests that this has failed to sufficiently turn 
the epidemic around for young women and girls. 

Instead, scale-up of evidence-informed combination prevention 
activities is required. Recommended actions include community 
mobilization for HIV prevention, expanded access to essential 
services for sexual and reproductive health and prevention, 
tailored economic empowerment activities (including cash grants) 
and offering PrEP as an additional prevention option in the 
highest risk locations and for key populations. There also must be 
sufficient technical and financial resources for a thorough analysis 
of the drivers of local epidemics.

HUMAN RIGHTS AND COMMUNITY 

OWNERSHIP FOR HIV PREVENTION

HIV prevention options only work when the environment enables 
people to access and use them without fear of violence, discrimina-
tion or social stigma. Criminalization of sex work, same-sex sexual 
relationships and drug use creates barriers for access. Where 
communities have designed their own programmes and taken 
responsibility for delivery, uptake has been high and impact has 
been achieved. Similarly, when HIV prevention tools are combined 
with a rights-based approach and an empowerment agenda, the 
quality of life has improved. 

HIV prevention has come a long way. Efforts are now needed 
to Fast-Track the response with increased focus, rapid scale-up 
in key locations, more consistency over time, better prevention 
programme management and accountability, and ambitious 
programme targets. 

2009 December

2010

Updated WHO antiretroviral therapy guidelines released 

recommending earlier antiretroviral therapy initiation. 

South Africa President Jacob Zuma makes high-

level policy announcements that marks the turning 

point in the AIDS response in South Africa.
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GAPS AND CHALLENGES 

TODAY

1 NEW INFECTIONS ARE NOT 

DECREASING IN SOME SETTINGS 

Despite a widening array of effective HIV prevention programmes, 
the number of people who are newly infected remains high; in 
fact, in some locations and among certain population groups, new 
HIV infections are not decreasing at all. Political will needs to be 
redoubled to ensure appropriately designed, evidence-informed 
programmes and services are being rolled out, and that the struc-
tural barriers to access are being overcome. 

2 HIV PREVENTION COMMITMENT AND 

LEADERSHIP ARE INCONSISTENT

Global, national and local commitment to ending the epidemic 
does not always translate into effective leadership and sufficient 
investment in prevention. In particular, domestic investments in 
effective but sensitive services for key populations, young people 
and adolescents often are inadequate. The case is clear: failure to 
invest in prevention now will incur increased cost for treatment  
in the future. 

3 SERVICES FOR KEY POPULATIONS, 

YOUNG PEOPLE AND ADOLESCENTS 

ARE INADEQUATE AND OF  

LIMITED SCALE

Throughout the course of the epidemic, there has been a lack 
of scale and coherence in national prevention programmes. To 
reach a significant and sustained reduction in the number of 
new HIV infections, countries must move away from scattered 
and unfocused prevention projects that apply each different 
programme element in isolation. Instead, they must adopt a more 
focused response, rapidly scaling up combined programmatic 
approaches that address the specific risks and underlying causes 
of risk among specific population groups in defined geographic 
locations, and they must manage these programmes effectively.

4 DESIGN AND MANAGEMENT OF 

COMPLEX COMBINATION PREVENTION 

PROGRAMMES IS CHALLENGING

The management of inherently complex combination prevention 
programmes is often weak, with diminishing national and local 
coordination and management capacity. As a result, different 
components often are implemented separately or without full 
synergies, and they are insufficiently focused on key locations 
and populations. With an expanding array of different prevention 
options and combinations, management challenges may even be 
worsening. New business models need to be applied to strengthen 
the accountability of different actors and monitor their perfor-
mance against programmatic milestones and targets. 

5 THE RESPONSE HAS FAILED TO KEEP 

PACE WITH EMERGING INNOVATIONS

The pace with which prevention and communication innova-
tions are becoming available is increasing, and many national 
programmes struggle with incorporating these into their national 
strategies. This includes the rapidly increasing availability of more 
granular and local data to guide the scale-up, design and delivery 
of HIV prevention programmes.
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ACTIONS FOR THE

FUTURE

1 EXPAND REACH TO INCLUDE MORE 

KEY POPULATIONS AND LOCATIONS 

This requires a commitment to recognizing access to services 
to prevent HIV (which are part of sexual and reproductive 
health services) as a universal right, one that is equal to the right 
to treatment. Advocacy will need to continue to point to the 
links between HIV, a punitive drug policy approach, sexuality 
education, the marginalization of key populations and gender 
inequality. Dedicated resource allocation for HIV prevention 
services for those at highest risk needs to follow. 

2 INTEGRATE HIV COMBINATION 

PREVENTION STRATEGIES WITH 

TREATMENT PROGRAMMES

In order to end the AIDS epidemic as a public health threat by 
2030, effective and scaled-up HIV combination prevention strat-
egies need to be implemented, alongside (and integrated with) 
HIV treatment programmes within a human rights framework. 
The better the focus of integrated programmes, the more they 
can work in synergy with each other. 

3 INVEST IN NEW  

PREVENTION TOOLS

Female-controlled prevention tools and long-acting antiretro-
viral medicines have the potential to be game changers. A great 
deal, however, also can be achieved simply by doing what we  
already know works, but more consistently, and with more 
intense action in key locations and populations. Sustaining  
interest and investment in condoms—and their triple effect on 
HIV, other sexually transmitted infections and birth control—
will be critical. 

4 BE VIGILANT FOR CHANGES  

IN RISK PERCEPTION

Over the next 15 years, as HIV continues to transform into a 
manageable chronic disease, risk perceptions and behavioural 
choices may change and become more complacent unless clear 
policy incentives for self-protection and attractive service options 
are provided. This includes re-engaging with young people and key 
populations on issues such as pleasure, individual responsibility 
and social protection. 

5 UNLOCK THE POTENTIAL OF  

NEW SOCIAL,  MOBILE AND  

DATA TECHNOLOGIES

It is crucial to harness the prevention potential of new tech-
nology—such as social media, data or social networks—and to  
use them for HIV prevention. The world is transforming  
through communication technologies and globalization, and  
the next generation holds the key to this new world—they must  
be included (and listened to) when we envisage the future of  
HIV prevention.
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DIGNITY, 
RESPECT 

THEY SAID IT WAS AS SIMPLE AS 

ABC; IT WAS ANYTHING BUT THAT. 

IT TURNED OUT THAT PRODUCING 

PILLS AND ENCOURAGING SCIENTIFIC 

BREAKTHROUGHS ALONE COULD NOT END 

THE AIDS EPIDEMIC. SECURING PEOPLE'S 

RIGHTS, INCLUDING THE RIGHTS TO 

HEALTH, EDUCATION AND WORK, WERE 

IMPORTANT IN ORDER FOR PEOPLE TO 

MAXIMIZE ACCESS TO HIV SERVICES. MORE 

OFTEN THAN NOT, THE EXTENT TO WHICH 

SOCIAL JUSTICE WAS ACHIEVED BECAME 

THE BAROMETER BY WHICH SUCCESS IN 

THE AIDS RESPONSE COULD BE MEASURED.
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RIGHTS AND SOCIAL JUSTICE 
AT A GLANCE

5 LESSONS 
LEARNED

AIDS responses 

bear fruit  

when you:

1.
Apply human r ights 

approaches to the 

del ivery of  

HIV services and 

ensure access.

2.
Respect ,  protect 

and ful f i l  r ights 

by using laws, 

regulat ions and 

pol ic ies .

3.
Do not cr iminal ize 

HIV transmission, 

sex work,  drug  

use or  consensual 

adult  sex.

4.
Protect  people 

affected by HIV 

from st igma and 

discr iminat ion.

5.
Ensure access  

to just ice when 

people face 

discr iminat ion.

DATA  P O I N T
Median percentage of ÒnoÓ responses to the question ÒWould you buy fresh 
vegetables from a shopkeeper with AIDS?Ó by sex per region

03
LEVERAGING THE USE OF  

THE COURTS TO PROTECT 

INDIVIDUAL RIGHTS.

04
INCREASING LEGAL LITERACY 

AMONG COMMUNITIES 

AFFECTED BY HIV.

 

05
TRANSFORMING SOCIETIES 

WITH THE POWER OF THE LAW.

01
EMBRACING OF HUMAN 

RIGHTS FRAMEWORKS BY AIDS 

ACTIVISTS.

02
POSITIONING THE DEMAND 

FOR ACCESS TO HIV SERVICES 

AS A RIGHT.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

Source: Demographic and Health Surveys data, most recent survey per country.
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5 ACTIONS FOR  

THE FUTURE

01
Redouble commitment to integrate 
human rights into HIV services and 
programmes.

02
Dramatic increase in funding and 
support for rights-based programming 
and services.

03
Strengthen civil society capacity to  
seek justice.

04
Reinvigorate the call for enabling social 
and legal environments.

05
Build a movement of human  
rights defenders.

5 GAPS AND CHALLENGES 

PUNITIVE LEGAL  

ENVIRONMENTS PERSIST.

STIGMA AND DISCRIMINATION ARE 

DEEP-SEATED.

FAILURE TO RECOGNIZE PEOPLE 

WHO ACCESS HIV SERVICES AS 

RIGHTS-HOLDERS.

ACCESS TO JUSTICE IS SLOW  

AND PROTRACTED.

FUNDING FOR HUMAN RIGHTS- 

BASED PROGRAMMING  

IS INSUFFICIENT.

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

JULY 2002

The South African Constitutional Court, on 
hearing a petition from the Treatment Action 
Campaign, rules that the South African 
Government had not taken reasonable steps 
to address the need to reduce mother-to-child 
transmission of HIV, thereby violating the 
Constitution. The South African Government is 
ordered to develop a comprehensive countryside 
programme and to make nevirapine available 
where necessary in public health facilities.

JULY 2004

The Colombian Constitutional Court rules 
that people living with HIV are subject to 
special constitutional protections under the 
right to health, which means that they have a 
fundamental right to access HIV treatment. 
The court also notes that, under the principle of 
solidarity, communities should work towards 
ensuring that HIV treatment is acceptable 
and that people living with HIV should not 
experience discrimination based on HIV status.

APRIL 2014

The Supreme Court of India recognizes 
transgender as the third gender and directs the 

Using the law and law reform as an  
instrument for social justice

Giving a voice and visibility to  
marginalized communities

Defending the equality rights of women,  
girls and marginalized populations

Raising global attention to gender- 
based violence

Bolstering the right to health through the 
movement to demand universal access  
to HIV services.

Indian Government to recognize the gender and 
extend social protection services to members of 
the transgender community. In September, the 
United Nations Human Rights Council passes 
a resolution supporting lesbian, gay, bisexual 
and transgender rights around the world and 
condemning discrimination based on sexual 
orientation and gender identity.

NOVEMBER 2014

The Supreme Court of Namibia rules that 
pregnant women living with HIV should not 
be compulsorily sterilized. Three pregnant 
women living with HIV had been sterilized at 
Namibian state hospitals after giving birth. In its 
judgement, the court said: “The final decision 
of whether or not to consent to a particular 
procedure rests entirely with the patient.”

MARCH 2015

The High Court of Kenya declares 
unconstitutional a law that created a broad 
obligation on people living with HIV to disclose 
their HIV status and criminalized any act that 
exposes another person to HIV. It is the first 
time anywhere in the world that such legal 
provision is held unconstitutional.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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A handwritten poster asked voters “Did I vote for your marriage?” 
as Ireland held a referendum on gay marriage in 2015. Legal 
experts around the world have long held the opinion that the 
protection of the inalienable human rights of the minorities 
cannot be left to the goodwill of majorities. And when people 
representing majorities fail to act in favour of the voiceless and 
minorities, the courts often step in to right wrongs. Human rights 
have helped solidify the goals of activists and laid the foundations 
of a “new normal”—where people living with HIV, gay men, other 
men who have sex with men, sex workers, transgender people, 
people who inject drugs, women and girls, adolescents and 
children have a voice, a face and, most importantly, rights.

The journey often begins with bewilderment, indignation and 
exasperation. Why would pregnant women living with HIV be 
refused an inexpensive drug to stop the virus passing to their 
babies? This was the anger among activists of the Treatment 
Action Campaign of South Africa (TAC). The South African 
Government had announced that it would provide the antiretro-
viral medicine nevirapine to pregnant women living with  
HIV in only two pilot sites rather than the whole country. TAC 
saw no reason to wait—there was overwhelming scientific 
evidence to show that nevirapine played a crucial role in  
stopping children from becoming infected with HIV. No new 
knowledge was to be found in the pilot sites. The South African 
Government was stalling.

TAC took the South African Government to the Constitutional 
Court, alleging that the constitutional rights of pregnant women 
living with HIV were being violated. It rallied the public, trades 
union organizations and other civil society groups behind its case.

The court first examined whether socioeconomic rights were 
enforceable under the Constitution of South Africa. They said yes.

The court found that the safety and efficacy of nevirapine had been 
established and the administration was relatively simple and well 
within the available resources of the South African Government. 

Under such circumstances, the court stated that the provision  
of a single dose of nevirapine to mother and child where  
medically indicated was a simple, cheap and potentially  
life-saving medical intervention.

The court further held that the South African Constitution 
“required the Government to devise and implement, within its 
available resources, a comprehensive and coordinated programme 
to progressively realize the right of pregnant women and their 
newborn children to access health services to combat mother-to-
child transmission of HIV” (1). South Africa today is a leading 
country in eliminating new HIV infections among children and 
keeping their mothers alive.

The case established a judicial precedent on the justiciability—
whether something is appropriate for a decision by a court—of  
the right to health. An era of social justice for the AIDS response 
had come of age.

EVER-EVOLVING LAW REFORM

The global framework for addressing HIV—an epidemic driven 
and sustained by stigma, discrimination and human rights chal-
lenges—did not, initially, capitalize on the language, power and 
actions that were offered by human rights instruments.

However, the activism of the 1980s and 1990s and legal victories 
against HIV-related discrimination emboldened communities 
and human rights activists to intensify their demands for greater 
attention to human rights and social justice in efforts to address 
HIV. A series of landmark judicial cases contributed to the safe-
guarding of fundamental rights and changed laws and policies on 
issues ranging from non-discrimination in employment, health 
and education to access to antiretroviral therapy.

Since the early years of the AIDS epidemic, ineffective laws 
contributed to further fuelling the epidemic. Among such, are laws 
restricting the entry, stay and residence of people living with HIV 
based on their HIV status, laws criminalizing HIV non-disclosure, 

A UNIVERSAL  

DECLARATION OF 
HUMAN RIGHTS

Recognition of the inherent dignity and of the equal and inalienable  
rights of all members of the human family is the foundation of freedom,  

justice and peace in the world. 
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Coercive measures against people living with HIV, such as invol-
untary sterilization, have also been challenged through the courts 
(2). In 2014, the Supreme Court of Namibia ruled that a Namibian 
Government hospital that forcibly sterilized three women living 
with HIV without proper consent violated their human rights. The 
principles of individual autonomy and self-determination were 
cited as key considerations in reaching its decision (13). This case 
sets an important precedent for other cases of forced sterilization 
that are ongoing in Africa and Latin America.

CHALLENGING CRIMINALIZATION

At present, 61 countries have legislation that allows for the 
criminalization of HIV non-disclosure, exposure or transmission. 
This punitive legislation is beginning to be challenged and 
changed. In March 2015 a law in Kenya that imposed a broad 
obligation on people living with HIV to disclose their status and 
criminalized any act that exposes another person to HIV was 
declared unconstitutional by the High Court (14). It is the first 
time anywhere in the world that such legal provision has been 
declared unconstitutional. Law-makers in Switzerland have 
approved the Epidemics Act, which changes the Swiss Penal Code 
to decriminalize unintentional HIV transmission and exposure. 

exposure and transmission, laws restricting access to HIV services 
for young people and adolescents, and laws criminalizing sex work, 
same-sex sexual relations and drug use (2).

The past 15 years have seen increased action to address these laws 
and policies as part of efforts to advance effective responses to HIV, 
with a number of noticeable achievements.

STOPPING DISCRIMINATION BASED  

ON HIV STATUS

The blanket exclusion of people from employment based only on 
HIV status was found to infringe the constitutional guarantee of 
equality and dignity by the Constitutional Court of South Africa 
in 2000. Similar rulings on HIV-related non-discrimination  
have also been made in China (4), India (5), Kenya (6),  
Malawi (7), Mexico (39) and Nigeria (8). Regional human rights 
bodies such as the European Court of Human Rights have also 
affirmed the right to non discrimination based on HIV status  
(9). In 2003, the Constitutional Court of Colombia ordered a 
school to reinstate a student who had been expelled solely on the 
basis that he was living with HIV, upholding the right to non-dis-
crimination in education.

Source: Global Network of People Living with HIV, HIV Justice Network. Advancing HIV justice: a progress report on  
achievements and challenges in global advocacy against HIV criminalization. Amsterdam/London: Global Network of  
People Living with HIV/HIV Justice Network; 2013.

Laws or recorded prosecutions for HIV

Countries with laws or recorded prosecutions for HIV non-disclosure, exposure or transmission
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MAKING ZERO  

DISCRIMINATION  

A REALITY 

DAW AUNG SAN SUU KYI
House Representative and Chair of the  

National League for Democracy  
Nobel Peace Prize Laureate

UNAIDS Global Advocate for 
Zero Discrimination

One of the biggest challenges facing people living with HIV 

is the stigma that they face every day. The stigma associ-

ated with this epidemic is uniquely virulent. It is a stigma 

that still exists in almost every quarter of the world, even 

among communities that, thanks to intensive educational 

efforts over the past 15 years, should know better.

This stigma, and its ever-present companion, discrimination, 

is borne from fear. We fear what we perceive to be a threat 

to our own well-being, we fear what we do not understand, 

but above all we fear difference.

This discrimination has three main consequences. It 

compounds greatly the difficulties and suffering faced by 

people living with HIV. It reduces the willingness of people 

who might be at risk to access testing and thus undermines 

prevention efforts. And this discrimination deprives our 

society of the valuable contributions that people living with 

HIV are capable of making.

That is why tackling this discrimination is not only the right 

thing to do, but it is also in all of our interests. Every one of 

us has a personal responsibility to do what we can to break 

down this stigma and the taboos that surround it.

As we mark 15 years since the introduction of the Millennium 

Development Goals, I commend all those who have worked 

so hard to reverse the spread of HIV and who are striving to  

ensure universal access for treatment for everyone in need.  

Today, as we look ahead to the next 15 years, we must place 

the goal of zero discrimination at the heart of our collective  

commitment to end the epidemic and improve the lives of 

all people living with HIV.  



299

Known arrests or prosecutions in the top 30 jurisdictions that criminalize 
HIV transmission 
In order of known arrests or prosecutions per 1000 people living with HIV

 

Source: Global Network of People Living with HIV, HIV Justice Network. Advancing HIV justice: a progress report on  
achievements and challenges in global advocacy against HIV criminalization. Amsterdam/London: Global Network of People 
Living with HIV/HIV Justice Network; 2013.

Known arrests or prosecutions per 1000 
people living with HIV

Total known arrests or prosecutions

S
o

u
th

 D
a
k
o

ta
 (

U
S

)

Id
a
h

o
 (

U
S

)

B
e
rm

u
d

a

Io
w

a
 (

U
S

)

M
a
lt

a

S
w

e
d

e
n

N
e
w

 Z
e
a
la

n
d

T
a
z
m

a
n

ia
 (

A
u

s)

S
o

u
th

 A
u

st
ra

lia
 (

A
u

s)

F
in

la
n

d

A
u

st
ra

lia
n

 C
a
p

it
a
l

T
e
rr

it
o

ry
 (

A
u

s)

A
u

st
ri

a

N
o

rw
a
y

D
e
n

m
a
rk

M
ic

h
ig

a
n

 (
U

S
)

V
ic

to
ri

a
 (

A
u

s)

L
o

u
is

ia
n

a
 (

U
S

)

T
e
n

n
e
ss

e
e
 (

U
S

)

Il
lin

o
is

 (
U

S
)

C
a
n

a
d

a

M
is

so
u

ri
 (

U
S

)

W
e
st

e
rn

 
A

u
st

ra
lia

 (
A

u
s)

In
d

ia
n

a
 (

U
S

)

C
z
e
c
h

 R
e
p

u
b

lic

O
h

io
 (

U
S

)

F
lo

ri
d

a
 (

U
S

)

S
w

it
z
e
rl

a
n

d

O
k
la

h
o

m
a
 (

U
S

)

H
u

n
g

a
ry

S
in

g
a
p

o
re

This aligns the law with scientific findings that people on HIV 
treatment often have undetectable viral loads and are unlikely to 
transmit HIV. It also respects human rights standards (15).

ADVANCING SEX WORKERS'  RIGHTS

Despite efforts by sex workers’ organizations, limited progress has 
been made in creating an enabling and protective legal environ-
ment for sex workers. More than 100 countries criminalize sex 
work or activities associated with it.

However, strategic litigation has had an impact. In 2013 three 
current or former sex workers brought a case to the Canadian 
Supreme Court alleging that certain provisions of the criminal 
code exposed them to unnecessary harm while engaging in sex 
work, which is legal in Canada. The Supreme Court agreed, finding 
that the criminal code provisions “prevent people engaged in a 
risky—but legal—activity from taking steps to protect themselves 
from the risks” (16).

Law reform of sex work has the potential to make a big difference 
in the context of HIV. Following the decriminalization of sex work 
in New Zealand in 2003, some 90% of sex workers reported that 
their legal rights were protected under the law and that the level of 
condom use among sex workers has increased (17).

ENABLING MOVEMENT IN A  

GLOBALIZED WORLD

As of 2008, some 59 countries, territories and areas imposed some 
form of restriction on the entry, stay and residence of people living 
with HIV based on their HIV status. For many, particularly civil 
society organizations, HIV-related travel restrictions had become 
the symbol of outdated and discriminatory policies against people 
living with HIV.

To increase attention to this issue and galvanize law and policy 
reform, UNAIDS, along with the Government of Norway, 
convened the International Task Team on HIV-Related Travel 

2010

2010

UNAIDS and WHO present a new approach to simplify the way 

HIV treatment is currently provided and to scale up access to life-

saving medicinesÑTreatment 2.0.

New UNAIDS vision: zero new HIV infections, zero 

discrimination and zero AIDS-related deaths.
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125
countries, territories and areas 
have no HIV-specific restriction on 
entry, stay or residence.

5
countries require that a person be able 
to show that they are HIV-negative to be 
allowed to stay for even short periods (10 
to 90 days).

Egypt
Iraq
Qatar
Singapore
Turks and Caicos Islands

36
countries, territories and areas impose 
some form of restriction on the entry, 
stay and residence of people living 
with HIV based on their HIV status.

17
countries deport individuals once their 
HIV-positive status is discovered.

Bahrain  
Brunei Darussalam 
Democratic PeopleÕs 
Republic of Korea
Egypt
Iraq
Jordan
Kuwait
Malaysia
Oman
 

Qatar
Russian Federation
Saudi Arabia
Singapore
Sudan
Syrian Arab Republic
United Arab Emirates
Yemen

5 
countries have a complete bar on the entry and 
stay of people living with HIV.

Brunei Darussalam
Oman
Sudan
United Arab Emirates
Yemen

Travel 
restrictions
Overview of HIV-related restrictions on entry,  

stay and residence (May 2015)



301

LESBIAN, GAY,  BISEXUAL,  TRANSGENDER 

AND INTERSEX PEOPLE RIGHTS

There has been tremendous progress towards equality and 
nondiscrimination for lesbian, gay, bisexual transgender and 
intersex people in a number of countries in the past few years. 
Nicaragua removed sodomy as a criminal offence in 2007; that 
same year, the Plurinational State of Bolivia became the first 
country in the world to have a constitutional provision prohibiting 
discrimination based on sexual orientation and gender identity 
(23). The upper house in India’s Parliament passed a bill of rights 
of transgender people in May 2015. Yet, this has also coincided 
with increased violence, discrimination and other human rights 
violations towards lesbian, gay, bisexual, transgender and intersex 
people in various countries. In a number of countries, a new wave 
of coercive laws are being adopted to restrict and further punish 
lesbian, gay, bisexual, transgender and intersex people and restrict 
their ability to form organizations (24).

There have been other failures too. In India, the Delhi High  
Court read down an old colonial-era law on sodomy and  
decriminalized adult consensual sex, but the Supreme Court 
overruled the decision and is hearing an appeal against its 
own order (25). In Singapore, sodomy was decriminalized for 
heterosexual couples but not for sex between men (26). In many 
countries anti-gay legislation has been proposed and passed, 
despite widespread condemnation.

EMERGING DRUG POLICY

Almost all countries criminalize drug use, as the criminalization 
approach to drug policy usually trumps public health 
considerations. Punishment for drug-related offences include 
compulsory detention, imprisonment and forced labour. 
Compulsory drug detention centres or rehabilitation are common 
in Asia and some countries in Latin America (27).

Despite widespread criminalization, some governments have led 
rights-protective and public health-centred reform efforts. In 
response to rising HIV rates and the link with drug use, in 2000 
Portugal adopted Law 30/2000, commonly known as the Drug 
Decriminalization Law. Under this law, personal possession is an 
administrative offence, and an individual will face fines or other 
sanctions as opposed to imprisonment or other criminal law 
penalties (15).

Restrictions. The task team found that such laws are  
discriminatory and ineffective—there is no evidence that these 
laws protect public health. Moreover, the task team noted that  
mobile populations should be able to access evidence-informed 
HIV programmes (18).

The work of the Task Team was critical to creating a momentum 
for change that has led to the removal of these restrictions in 
several countries and territories, including China and the United 
States of America. Today, however, 36 countries, territories and 
areas still apply HIV-related travel restrictions (19).

INCREASING ACCESS FOR YOUNG PEOPLE

In many countries, adolescents and young people under the age of 
majority (usually 18 years) are deemed to have limited capacity to 
give independent consent or access HIV-related information due 
to their age. Such limitations, commonly known as age of consent 
laws and restrictions on sexuality education, are usually estab-
lished with the intent of protecting the best interests of children 
and adolescents, but they have ended up hampering access to 
information and services by sexually active adolescents and  
young people.

Nevertheless, there has been some progress made on this issue.  
In 2009, Guinea revised its HIV law to ensure that children have 
access to age-appropriate, scientifically-informed HIV-related 
information, in alignment with human rights standards (20). After 
a careful legislative review, South Africa decided to lower the age 
of consent for HIV testing to 12 years; children under the age of 
12 years may also access testing, provided testing is in the best 
interests of the child. This decision was informed by the need to 
recognize the realities of the epidemic and the evolving capacity  
of adolescents (21).

BREAKING LEGAL BARRIERS

In Thailand and India, litigation has been used to address access 
to HIV treatment by challenging the legal barriers as provided in 
global intellectual property agreements (22). The patent offices 
have regularly prevented companies from filing patents of known 
life-saving drugs and “evergreening”. Brazil has resorted to courts 
and laws to issue compulsory licences and negotiate lower prices.

2010

2010 July

The Obama administration releases the first comprehensive

National HIV/AIDS Strategy for the USA. 

The CAPRISA 004 microbicide trial in South Africa 

shows that vaginal tenofovir gel reduces women's 

risk of HIV acquisition by 39% over 30 months. 



302

Seven countries, including Burkina Faso and Turkey, have  
introduced harm-reduction programmes since 2012 (28).  
Harm reduction faces many challenges, however. Of the 
158 countries reporting injecting drug use, only 90 allow access  
to needle–syringe programmes and 80 allow access to opioid 
substitution therapy (28).

EMPOWERING THROUGH THE LAW

There are a number of inspiring human rights and HIV 
programmes implemented in different countries and contexts. 
In December 2013, the Professional Leaders organization in 
Guatemala launched Equal Access to Justice, which provides free 
legal services to lesbian, gay, bisexual, transgender and intersex 
people and people living with HIV. Since referrals began, 13 cases 
have been referred to court, with five cases resolved and eight in 
process (29). Kenya has established the HIV and AIDS Equity 
Tribunal to hear HIV-related complaints, including those related 
to discrimination. It has heard more than 100 cases (30).

In Cambodia, communities of key populations, with the support 
of the Cambodian Government and other partners, developed the 
Police–Community Partnership Initiative in 2011. This facilitates 
workshops and training, coordination meetings and rapid-re-
sponse teams that address the challenges key populations face with 
law enforcement and accessing HIV services. An evaluation of the 
pilot project showed that the programme resulted in a positive 
change in the attitude of the police towards key populations: they 
no longer used the presence of condoms as evidence of sex work 
when making arrests. Also there was a significant increase in HIV 
service uptake among people who use drugs (31).

The Ugandan Network on Law, Ethics and HIV/AIDS (UGANET) 
offers legal empowerment through the work of trained paralegals. 
Between November 2011 and April 2012, UGANET represented 
171 clients and most of their cases were settled through alternative 
dispute resolution; in the rare instances where a case went to court, 
UGANET had a 90% success rate (32).

ACCOUNTABILITY FOR HUMAN RIGHTS

The AIDS response has trailblazed by putting legal, social and 
policy review—and not only public health indicators—at the 
cornerstone for evaluating progress. This has happened through 
the mechanism of national annual reporting to the United Nations 
General Assembly. Governments themselves are using these and 
have over time grown more self-critical of their shortcomings in 

addressing structural drivers of the epidemic. In many instances 
this process has led to concrete actions. In 2014, 59% of reporting 
countries had laws, policies and regulations that posed barriers 
to effective treatment, care and support for key populations and 
vulnerable groups, as reported by nongovernmental partners.

People living with HIV have also led the development and 
implementation of tools—most notably the People Living With 
HIV Stigma Index—to capture the level of stigma experienced 
by people living with HIV in different settings. To date, over 
50 countries have implemented this index.

The data collected through these mechanisms have revealed the 
pervasiveness of legal barriers and discriminatory practices but 
have not yet been accompanied by the required political commit-
ment and investment in the scale-up of programmes needed to 
eliminate discriminatory laws and practices.

Accountability for the AIDS response is also included in the 
broader international, regional and national human rights 
monitoring mechanisms. Since 2000, HIV has been an ongoing 
concern for the United Nations Human Rights Council (HRC) 
and its predecessor, the Commission on Human Rights. In the 
mid-term assessment of the recommendations from the first cycle 
of the HRC’s Universal Periodic Review of all Member States, 
HIV-related recommendations had the highest implementation 
rate (78%). This means they were either fully or partially imple-
mented only 2.5 years after initial review (34). To date, a combined 
242 recommendations on HIV have been made in the first and 
second cycles, covering issues such as impact on women and 
children, access to services, treatment and non-discrimination in 
employment (35).

At the national level, some countries have also been adopting 
HIV-related accountability mechanisms. For example, in Ghana, 
the Commission on Human Rights and Administrative Justice 
(CHRAJ), the Ghana AIDS Commission, the Health Policy Project, 
and other human rights organizations developed a web and 
SMS-based discrimination reporting system. The reporting system 
allows for case reporting, follow-up, and data collection. After 
a case is submitted, CHRAJ offers mediation, investigation and 
adjudication options. CHRAJ can also refer cases to legal service 
organizations if it cannot act to resolve a situation (40).

2011

2011

United Nations General Assembly Political Declaration on HIV 

and AIDS - Member States recommit to universal access and set 

targets to change the course of the epidemic by 2015.

United Nations Security Council resolution 1983 

recognizes the deadly link between HIV and 

violence against women in conflict  

and post-conflict settings.
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Unlike the early days of the epidemic, HIV has now become 

a treatable condition with the availability of triple  

combination antiretroviral therapy. With competition from 

generic producers, costs plummeted from US$ 10 000 per 

annum per person at the turn of the century to less than 

US$ 100 per annum per person for first-line antiretroviral 

therapy today.

This has been possible due to the activism of networks of 

people living with HIV around the world, especially in the 

global South, which forced establishments to accept the 

paradigm: no one in the world needs to die from AIDS-

related diseases. The global HIV community accepted the 

human rights principle of participation. As a result, networks 

of people living with HIV came to the decision-making table, 

helped shape policy responses, monitor implementation and 

hold duty bearers to account.

This, more than anything, not only typifies the global 

response to HIV, but is also responsible for its success. It is 

embraced by the slogan of the movement, ÒNothing about 

us, without us.Ó

This must continue. If anything, the global response to HIV 

must commit proactively to the deeper involvement of the 

communities of people living with HIV in all facets of the 

HIV response.

However, there are challenges. The biggest challenge  

is the increasing patenting of second- and third-line  

antiretroviral medicines for the treatment of HIV. Not only 

are patents for the new medicines becoming more difficult 

to challenge, but multinational pharmaceutical companies 

are devising new ways of preventing the early entry of 

generic medicines.

Thus, voluntary licensing does not permit generic licence 

companies to reach high-burden countries with their 

affordable, efficacious and safe medications. On this issue, 

the HIV community is, unlike at the turn of the century, 

divided on the strategies to deal with such challenges. It 

is my hope that HIV communities will be able to overcome 

their differences and address this difficult challenge.  

HUMAN RIGHTS  

AND ACCESS TO 

TREATMENT

ANAND GROVER
Founder of the Lawyers Collective 

Former Special Rapporteur  
on the Right to Health
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GAPS AND CHALLENGES 

TODAY

1 PUNITIVE LEGAL  

ENVIRONMENTS PERSIST

In many parts of the world, legal provisions limit people’s access 
to HIV services. The criminalization of sex work, drug use and 
same-sex sexual relationships among consenting adults hinders 
attempts to reach people at higher risk of HIV infection. Same-sex 
sexual practices are criminalized in 76 countries and punishable 
by death in seven countries. Sex work is criminalized in over 
100 countries. Most countries criminalize people who inject drugs 
and do not have legal environments that enable their access to HIV 
and health services, including harm-reduction services.

Punitive and age-restrictive laws and policies prevent young 
people from accessing a broad range of HIV-related health 
services, including the age of consent for HIV testing, and  
access to HIV prevention, harm reduction and sexual and  
reproductive health.

2 STIGMA AND DISCRIMINATION  

ARE DEEP-SEATED

Social norms and punitive laws continue to reinforce negative 
attitudes towards people living with HIV and other members of 
key populations. In many countries, violence and murder have 
been reported against people living with HIV, sex workers, trans-
gender people, gay men and people who use drugs. Stigma and 
discrimination have a detrimental impact on the health of individ-
uals. A review of studies conducted among nearly 27 000 people 
living with HIV in 32 countries found that HIV-related stigma 
compromised their adherence to antiretroviral therapy, mainly by 
undermining social support and other coping mechanisms (36). In 
40% of countries with available data, over 50% reported discrimi-
natory attitudes towards people living with HIV (37).

3 FAILURE TO RECOGNIZE PEOPLE 

WHO ACCESS HIV SERVICES AS 

RIGHTS-HOLDERS

Successive court judgements have helped to accelerate access to 
HIV services in many parts of the world. However, people living 
with HIV and other key populations continue to be seen as benefi-
ciaries and are compelled to perpetually remind governments and 
services providers of their rights. Services are often of substandard 

quality, and the people accessing them are treated with contempt. 
Too often, stock-outs, closures and lack of staff at clinics and other 
service centres put a high burden on communities. When services 
are provided in “beneficiary” mode, people who receive services 
are not able to contribute to their full potential.

4 ACCESS TO JUSTICE IS SLOW AND 

PROTRACTED

Accessing justice is not easy; rather, it is a costly and protracted 
process. In a majority of cases, acts of discrimination do not 
find their way to the courts. A legal battle carries with it a risk 
of stigma, discrimination and possibly even violence. The high 
volume of cases in most courts translates into delayed decisions 
and increased costs. Decisions are often appealed. In many 
instances, individuals and groups do not have the right kind of 
legal counsel to effectively litigate their cases.

5 FUNDING FOR HUMAN RIGHTS-BASED 

PROGRAMMING IS INSUFFICIENT

There is limited funding for human rights programming. The 
Global Fund to Fight AIDS, Tuberculosis and Malaria (Global 
Fund) assessment of concept notes for HIV, tuberculosis, malaria 
and health systems strengthening submitted in 2014 shows 
that, under the Removing Legal Barriers Module, approximately 
US$ 8.2 million was budgeted for human rights programmes. 
This module encompasses most, but not all, of the human rights 
programming within the Global Fund grants. The US$ 8.2 million 
represents only 0.1% of the entire US$ 8.3 billion indicative 
funding requested in 2014 in these concept notes (41). 

Civil society organizations that work on HIV and human rights 
face critical funding challenges. A study from the Open Society 
Foundations demonstrates that HIV and human rights orga-
nizations are facing overall funding constraints, and, in many 
cases, require emergency support (42). Moreover, a 2014 survey 
of 123 civil society organizations implementing human rights 
programmes showed that 59% of the respondents reported cuts 
in funding, threatening the sustainability of programmes (38). 
Particularly hard hit are networks and organizations repre-
senting key populations that are solely financially dependent on 
HIV-related funding. 
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ACTIONS FOR THE

FUTURE

1 REDOUBLE COMMITMENTS TO 

INTEGRATE HUMAN RIGHTS INTO HIV 

SERVICES AND PROGRAMMES

Key to the effective integration of human rights principles and 
norms into HIV services on the ground, is that they are reflected 
in global and national guidance on implementation of HIV 
programmes and that they are monitored. To make an impact, 
human rights principles and approaches must be translated into 
concrete programmes alongside HIV service delivery. These 
include stigma and discrimination reduction, HIV-related legal 
services, monitoring and reforming HIV-related laws, regulations 
and policies, legal literacy campaigns, sensitization of law-makers 
and law enforcement agents, training for health-care providers and 
reducing discrimination against women in the context of HIV.

2 DRAMATIC INCREASE IN FUNDING  

AND SUPPORT FOR RIGHTS-BASED 

PROGRAMMING AND SERVICES

Commitment to zero discrimination and to leaving no one behind 
should be translated into sufficient and sustainable funding and 
support for human rights. All funding partners have a role to play 
in ensuring a fully funded zero discrimination agenda, including 
national governments, bilateral and multilateral funders, private 
philanthropy and international organizations.

National strategies and funding requests should specifically ring-
fence funding for HIV-related legal and human rights programmes 
for key populations and people living with HIV. 

3 STRENGTHEN CIVIL SOCIETY 

CAPACITY TO SEEK JUSTICE

Strategic litigation has the potential to overturn punitive and 
unjust laws. Justice for people who have been discriminated 
against will help ensure that service providers provide good-
quality services in a respectful way to their clients. Over  
time, a more caring and just society can evolve. The provision  
of legal aid and access to legal support in all parts of the world  
can create a powerful advocacy movement where no act of 
discrimination goes uncensured, and the world can then achieve 
zero discrimination.

4 REINVIGORATE THE CALL FOR 

ENABLING SOCIAL AND LEGAL 

ENVIRONMENTS

The adverse effects of punitive laws and policies must first be iden-
tified and monitored before they can be addressed. Greater efforts 
should be made to understand their nature and scope, including 
laws and policies on access to services for young people, sex 
workers, gay men, other men who have sex with men, transgender 
people and people who use drugs. Civil society organizations, 
people living with HIV and members of key populations have an 
important role to play in ensuring that these are documented and 
monitored. Then they can call the world’s attention to injustices, 
enforcing greater accountability.

5 BUILD A MOVEMENT OF HUMAN 

RIGHTS DEFENDERS

Ensuring that human rights are protected is the responsibility of 
everybody. It is not only the role of activists, lawyers and judges. 
The world needs all of society—people from all walks of life—to 
stand up and defend injustices in the streets, health clinics,  
schools and homes. This requires increased human rights  
literacy for all of us.
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T H E  

S E C U R I T Y  A N D

H U M A N I T A R I A N

L E S S O N 
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EMERGENCY 
AT THE HEIGHT OF THE AIDS CRISIS,  

THE EPIDEMIC WAS EXPECTED TO CAUSE 

INSTABILITY AND CREATE A SECURITY  

RISK TO NATIONS IF LEFT UNCHECKED. 

FIFTEEN YEARS ON FROM THIS BLEAK 

OUTLOOK, AND TO A GREAT EXTENT 

THANKS TO THE AIDS RESPONSE, 

THE RISK DID NOT MATERIALIZE. 

HOWEVER, NATURAL AND HUMAN-MADE 

HUMANITARIAN CRISES AND EMERGENCIES 

CONTINUE TO OCCUR. COMPLACENCY  

AND A LACK OF PREPAREDNESS FOR HIV  

IN THE EMERGENCY RESPONSE CAN 

EXPOSE FAULT LINES FROM WHICH HIV 

CAN RESURGE AND PEOPLE LIVING WITH 

HIV LOSE ACCESS TO VITAL SERVICES.
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SECURITY AND HUMANITARIAN 
AT A GLANCE

5 LESSONS 
LEARNED

AIDS as a security 

and humanitar ian 

issue has shown:

1.
Scaled-up AIDS 

response averts 

HIV-related 

security concerns.

2.
How mobi l i ty 

and accessibi l i ty 

impact HIV r isk 

and how increased 

r isk can be 

mit igated.

3.
Displaced people 

with access to 

services adhere to 

HIV treatment and 

do not increase 

the incidence 

of  HIV in  host 

locat ions.

4.
Emergency 

preparedness 

saves s ignif icant 

cost  and t ime.

5.
Tai lored 

context-specif ic 

humanitar ian 

responses can 

meet HIV needs.

Source: Spiegel PB. HIV/AIDS among conflict-affected and displaced populations: dispelling  

myths and taking action. Disasters. 2004;28(3):322‒39.

DATA  P O I N T
HIV risk factors in conflict zones and camps for displaced persons

03
REINFORCING THE PRINCIPLES 

OF EQUITY,  PROTECTION AND  

HUMAN RIGHTS IN HIV 

RESPONSES. 

04
EXPANDING ACCESS OF 

UNIFORMED PERSONNEL TO HIV 

INFORMATION AND SERVICES.

 

05
HIGHLIGHTING THE IMPACT OF 

GENDER-BASED VIOLENCE IN 

SOME CONFLICT-AFFECTED AREAS.

01
CONSIDERING HEALTH CRISES 

AS THREATS TO GLOBAL 

PEACE AND SECURITY.

02
DEMONSTRATING THE 

IMPORTANCE OF COMMUNITY 

ENGAGEMENT IN EMERGENCY 

RESPONSES.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE 

INCREASED RISK

> Behavioural change
> Gender-based 

violence
> Transactional sex
> Reduction in  

resources and  
services (e.g.  
health, education,  
community, services, 
protection, food)

KEY FACTORS

> HIV prevalence in 
the area of origin 

> HIV prevalence in 
the surrounding 
host population

DECREASED RISK

> Reduction in  
mobility

> Reduction in  
accessibility

> Increase in 
resources and  
services in 
host country
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5  ACTIONS FOR  

THE FUTURE

01
Integrate HIV into national disaster 
preparedness and response plans. 

02
Engage the community to support 
emergency responses.

03
Improve access to flexible funding in 
emergency circumstances.

04
Better coordinate HIV with other health 
services and remove restrictive and 
discriminatory policies and practices.

05
Include populations affected by 
humanitarian emergencies in national  
HIV strategic plans.

5 GAPS AND CHALLENGES 

THE DIVIDE BETWEEN 

HUMANITARIAN AND DEVELOPMENT 

SYSTEMS IN PREPARING FOR AND 

ADDRESSING HIV IN AN EMERGENCY 

RESPONSE.

ACUTE EMERGENCIES CAN  

DISRUPT HIV PROGRAMMES AND 

LIMIT ACCESS TO QUALITY  

HEALTH SERVICES.

RESTRICTIVE LAWS, POLICIES  

AND PRACTICES.

STIGMA AND DISCRIMINATION 

AGAINST ALL DISPLACED 

POPULATIONS.

REACHING PEOPLE AT HIGHER  

RISK, ESPECIALLY YOUNG  

WOMEN AND GIRLS.

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

JULY 2000

United Nations Security Council resolution 
1308 recognizes that “the HIV/AIDS pandemic, 
if unchecked, may pose a risk to stability and 
security”. The Security Council also adds HIV 
and international peacekeeping operations to its 
agenda, setting a precedent for addressing health 
crises as issues of security.

SEPTEMBER 2003

The food crisis in southern Africa raises 
concerns about the link between HIV and food 
security. The high numbers of AIDS-related 
deaths among agricultural workers threatens 
food production and a lack of food is thought to 
be fuelling the HIV epidemic.

JANUARY 2007

The Office of the United Nations High 
Commissioner for Refugees (UNHCR) releases 
its first Antiretroviral Medication Policy for 
Refugees. This policy emphasizes that refugees—
as well as asylum seekers, internally displaced 
persons and other persons of concern to 
UNHCR—may benefit as any other individual, 

Greater appreciation of humanitarian issues  
in the local AIDS response.

Zero tolerance for sexual exploitation  
by humanitarian workers.

Highlighting rape as a weapon of war as an  
HIV risk factor and the need to stop it.

Expanding HIV services through health  
services for uniformed personnel.

HIV services better delivered through  
peace and security.

from “the right of everyone to the enjoyment 
of the highest attainable standard of physical 
and mental health” as explicitly codified in the 
International Covenant on Economic, Social and 
Cultural Rights (ICESCR), article 4, irrespective 
of their nationality or residence status.

JUNE 2011

The United Nations Security Council adopts 
resolution 1983, underlining the importance of 
concerted efforts to end conflict-related sexual 
and gender-based violence, empowering women 
in an effort to reduce their risk of exposure to 
HIV and curbing mother-to-child transmission 
of HIV in conflict and post-conflict situations.

DECEMBER 2014

The Ebola outbreak in several countries of  
West Africa exposes the fragility of HIV 
responses in countries with weak health  
systems and low community engagement.  
HIV treatment services are disrupted. Yet, 
lessons from the HIV response help to address 
the stigma and discrimination faced by  
people affected by Ebola.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE  
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It was 11:26 a.m. on 25 April 2015. The seismograph came alive. 
An earthquake with a magnitude of 7.8 on the Richter scale tore 
into Nepal. More than 8000 people were killed, the aftershocks 
reverberated. Normal life was turned on its head. Too afraid to 
re-enter their homes, people began to live in the makeshift camps 
that sprung up everywhere. The relief response began to pour in, 
making assessments of broken stones, mortar, wire and cables. In 
the frenzy and mayhem, people who were already living on the 
margins of society risked being left behind. Specific relief services, 
including HIV-related services for people living with HIV and key 
populations, were easy to overlook.

However, Nepal’s AIDS community stepped in to make sure that 
HIV-related issues were included in the situation assessments and 
the post-disaster needs assessments.

“While this earthquake shook up the communities of key 
populations, as it did everyone else,” says Manisha Dhakal, 
Executive Director of the Blue Diamond Society, a leading civil 
rights and lesbian, gay, bisexual, transgender and intersex (LGBTI) 
organization in Nepal—“it also made our partnerships and 
friendships stronger than ever before.”

The first concern was ensuring an uninterrupted supply of 
antiretroviral medicines. A rapid assessment by the National 
Centre for AIDS and STD Control, together with civil society and 
community leaders, established that there were no disaster-related 
gaps in supplies. A quick mapping found that nearly 3000 people 
were on antiretroviral medicines in the 14 districts affected and 
they depended on 16 treatment centres. Approximately four of 
the clinics were damaged and several homes supporting children 
orphaned due to AIDS had been destroyed.

Where facilities had been destroyed, HIV medication was 
dispensed from makeshift tents. As a contingency, UNAIDS had 
explored alternative means of distribution if it became necessary. 
Rapidly taken community-initiated steps ensured that access to 
life-saving antiretroviral medicines was not impeded at a time 
when all health personnel were stretched. Civil society, community 
representatives, the government and partners met regularly to 
reassess the situation and to coordinate action.

It emerged that transgender people were being discriminated 
against, despite their legal recognition by the government. Many 
who made their living as sex workers were left without work and 
more than 200 female sex workers were left on the street along 
with their children. The homes of nearly 400 people living with 
HIV, men who have sex with men and members of the transgender 
community were destroyed.

Fortunately, the community had planned for this. In 2012, the 
LGBTI community in Nepal had developed an action plan on how 
humanitarian assistance could be inclusive of their community. 
This was instrumental in the setting up of tents in Kathmandu and 
other hard-hit districts by civil society groups for sexual minori-
ties. These camps were designed to meet the special needs of 
transgender people.

In the districts of Nuwakot and Sindhupalchok, heavily destroyed 
by the earthquake, community care centres were made operational 
under tents run by the National Association of People Living with 
HIV/AIDS with support of other civil society organizations.

International nongovernmental bodies such as Save the Children 
and FHI 360 also made efforts to continue harm reduction and 
community outreach services. Within a month of the disaster, 
based on a proposal developed with the help of civil society 
organizations, the Global Fund to Fight AIDS, Tuberculosis 
and Malaria (Global Fund) had approved funding of more than 
US$ 2 million to respond to the HIV needs as an emergency 
measure.

Beyond looking after their own, AIDS service organizations also 
stepped in to support the wider population with their unique 
expertise. Support was provided in helping communities and 
families cope with loss, trauma and grief.

Such preparedness for dealing with HIV issues amid a larger 
crisis stems from the early linking of HIV to human security and 
humanitarian contexts. 

PLANNING AND 
RESPONDING

“People have no food or water, so why are you thinking about 
condoms?” asked a policy-maker in exasperation during a crisis 
planning session. HIV issues have struggled hard to find their 
place in emergency responses. However, when HIV services are 
integrated into humanitarian planning, risks are mitigated.
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AIDS AS A THREAT TO SECURITY

In 1999, Richard Holbrooke, the United States Ambassador to the 
United Nations, visited Lusaka and was confronted by the high 
numbers of children made orphans due to AIDS. What he saw and 
reported back influenced the January 2000 statement to the United 
Nations Security Council by United States Vice-President Al 
Gore, “it (HIV) threatens not just individual citizens, but the very 
institutions that define and defend the character of a society. This 
disease weakens workforces and saps economic strength. AIDS 
strikes at teachers, and denies education to their students. It strikes 
at the military, and subverts the forces of order and peacekeeping.”

The securitization of AIDS made the world take notice. In 2000, 
the outlook for AIDS was bleak, some 1.6 million [1.3 million– 
2.0 million] people died that year (1) and new infections seemed 
out of control. The first United Nations Security Council meeting 
of the new millennium was dedicated to the impact of AIDS on 
peace and security in Africa (2). This was an open debate on the 
potential socioeconomic consequences of the epidemic in halting 
development and creating a threat to international security. 

At the same time, a United States National Intelligence Council 
report suggested that infectious diseases would exacerbate political 
instability and decrease rates of democratic development in 
sub-Saharan Africa, Asia and the former Soviet Union (3). The 
idea that AIDS could contribute to state failure was not new, but 
it was the first time that a health issue was directly discussed as a 
peace and security threat.

Estimates at the time projected a loss of up to 20% of gross 
domestic product by 2020 for countries carrying a high HIV 
burden. The impact of AIDS-related deaths on labour breakdown 
and community and family disruption was considered and thought 
to only be worsened during humanitarian crises (4).

Six months later, the United Nations Security Council passed 
resolution 1308, which stated: “the HIV/AIDS pandemic, 
if unchecked, may pose a risk to stability and security.” The 
unanimous adoption of resolution 1308, the first to address 
the impact of HIV worldwide, asked countries to consider 
voluntary HIV testing and counselling for troops deployed 
in peacekeeping operations. Along with resolution 1325—adopted 
in October 2000—on women, peace and security, which addressed 
gender-based violence, resolution 1308 has paved the way for a 
series of programmes to avert crises and raise the profile of HIV in 
peacekeeping operations and among uniformed services.

A cooperation framework—an agreement between UNAIDS and 
the United Nations Department of Peacekeeping Operations—was 
signed in January 2001 providing the foundations for joint activ-
ities for the following years. In 2005, the organizations reported 
on progress and expanded programmes following the adoption 
of the Statement by the President of the Security Council (S/
PRST/2005/33).

Thanks to a transformation in the wider AIDS response within  
just six years, the possibility of AIDS leading to state failure 
was largely diminished, even in countries with very high HIV 
prevalence. The doomsayers were not wrong in their analysis. The 
unprecedented global action on HIV that followed the United 
Nations Security Council discussion mitigated the majority of 
negative consequences foreseen at that time. It was a triumph of 
action, not of misjudgement.

HIV VULNERABILITY AND  

UNIFORMED FORCES

Research has shown the indirect effect of the AIDS epidemic 
on state stability by affecting health, especially among armed 
uniformed forces and, in particular, the military and peacekeepers.

Studies of transmission patterns have shown how HIV vulnera-
bility is related to a number of circumstances in the life of serving 
uniformed personnel, including long periods away from partners, 
peer pressure that may result in risky behaviours, increased 
likelihood to engage in drug use, means to purchase sex and blood 
transfusion due to injury. Women combatants are particularly 
vulnerable as they are often disadvantaged in sexual negotiations, 
including the use of condoms. Children who are used as soldiers in 
conflict are also at high risk, often coerced into sexual activity and 
potentially exposed to HIV (5).

MEETING THE HIV NEEDS OF COMBATANTS

In response to the vulnerability of armed personnel, HIV 
programming was introduced into the process of disarmament 
and reintegration of ex-combatants into their communities and 
was included in the Integrated Disarmament, Demobilization  
and Reintegration Standards launched in 2006 (6). These  
standards cover 24 areas, including HIV. They connect HIV  
initiatives with civilian national and local AIDS programmes and 
align deployment HIV prevention programmes with  
predeployment training (7).

2011

2011

Number of people dying from AIDS-related illnesses  

in Africa is 32% lower than in 2005

UNAIDS and partners launch the Global  

plan towards the elimination new HIV  

infections among children by 2015 and  

keeping their mothers alive.
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Excerpts from a statement at the United Nations Security  

Council, 19 January 2001.

I am so pleased that this Council has participated in broad-

ening the definition of security. I know it was not always 

easy to do, and I remember the controversy surrounding 

that initial meeting. My friend to my right, Sir Jeremy 

Greenstock, passed me a hand-written note in the middle of 

the meeting, saying, with characteristic British understate-

ment, ÒI dare say this is the first time the word ÒcondomsÓ 

has been used in the Security Council.Ó Now we just throw 

that word around. 

We debated at first whether we ought to be debating the 

issue at all, whether it was a security threat, or whether the 

Security Council, the highest international body legitimizing 

international involvement across borders should even 

address the issue at all. I know that many countries in the 

room, going back to the historic roots of the United Nations, 

had doubts about it. 

IN MEMORIAM 

RICHARD HOLBROOKE 
24 April 1941–13 December 2010 

United States Ambassador to  
the United Nations 

But I think we should all look back on the last year, and, 

bearing in mind the important statements made by the two 

previous speakers, say, ÒIt was worth it.Ó And why was it 

worth it? For the simplest of reasons. It appears now that if 

the Security Council continues its work, and the cooperation 

we heard about earlier todayÑcooperation that not only  

did not exist, but was not even contemplated until 

recentlyÑ continues, the Council will actually do what it is 

supposed to do: save lives. But I am not deluding myself. 

This is a tough issue. 

But I say that because all the other issues are specific prob-

lemsÑthey can be solved; they will be solvedÑbut if we do 

not address AIDS, it will go on and on. Because of the long 

incubation period of the disease, because of the stigma 

attached to it and because of the way it is spread, it will 

kill more people and undermine more societies than even 

the worst conflicts that we deal with here. I thank all my 

colleagues on the Security Council for opening up this issue 

to Security Council debate, and I urge them to continue.  
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Between 2005 and 2011, 186 of the United Nations Secretary-
General’s reports to the Security Council include references to 
AIDS-related issues and describe actions taken. By the end of 
2010, the peacekeeper induction training on HIV had increased 
more than sevenfold. 

South–South regional networks of uniformed services collaborated 
to identify best practice and more than 60% of national strategic 
plans on AIDS have articulated programmes for uniformed 
services (6). Placing responsibility for HIV policy and practice 
within the army—a command-centred approach—has been more 
effective than leaving it to civilian health systems alone and offers 
potential entryways for the elimination of sexual violence in 
conflict and post-conflict settings.

HUMANITARIAN EMERGENCIES

More people than ever are being affected by humanitarian 
emergencies across the world. In 2013 alone, 67 million people 
were displaced, 50 million of whom were internally displaced 
within their countries and 17 million were refugees. Engaging with 
these populations during emergencies is absolutely essential as 
their vulnerability to HIV infection may drastically change. (8)

How HIV transmission is affected by emergencies is complicated. 
It includes an interconnected and context-specific mixture of 
factors that exacerbate vulnerability and risk factors, but also 

includes other factors that may offer increased protection against 
these risks (9).

Factors that may increase vulnerability to HIV include the sepa-
ration of families, breakdown of community structures and social 
norms, food insecurity and malnutrition, the inability to meet 
basic needs, disrupted income, sexual violence and abuse and 
destroyed health and education infrastructure. 

On the other hand, there are factors that may reduce the risk of 
HIV. These include reduced mobility, either as a result of destroyed 
infrastructure, which limits travel to high-prevalence urban areas, 
or displacement to remote and isolated locations (10). Where 
people are accommodated in well-managed and resourced camps, 
they often enjoy improved protection, health, education and social 
services compared to before the crisis, particularly during the 
post-emergency phase of their displacement.

IMPACT OF EMERGENCIES ON PEOPLE 

ALREADY LIVING WITH HIV

Conservative estimates based on data for 2013 put the number 
of people living with HIV who are among those affected by 
humanitarian emergencies at 1.6 million, some 4.3% of the 
36.9 million [34.3 million–41.4 million] people living with 
HIV globally, or 1 in 25 people (11). Historically, national 
HIV programmes have not given enough consideration to the 

2011

2011

Eleven countries in Africa report a 50% reduction 

in new HIV infections since 2001. 

Number of children newly infected with HIV falls  

by 24% in Africa between 2009 and 2011.
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ÒWhen I was a refugee,  
I decided to let HIV  
know: IÕll control you, 
youÕre not going  
to control meÓ 

NO� SEBISABA
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HIV needs of people who are also affected by humanitarian 
emergencies. This has not been addressed well enough in high 
HIV prevalence settings and even less so in low prevalence 
settings. Governments and donors do not sufficiently include 
refugees and internally displaced persons in their national HIV 
strategic plans and approved funding proposals (12).

HIV prevalence among adults in the Central African Republic is 
4.3% [3.9–4.6%] (13). When violence erupted in the country in 
2012, people living with HIV were among the 436 000 people who 
became internally displaced. Development agencies had to reorient 
their existing HIV programmes to meet the emergency context. 

In response, the World Food Programme (WFP) extended its 
Food by Prescription programme (FBP) to additional parts of 
the country in order to reach the increasing number of newly 
malnourished people living with HIV arriving into those areas. 
FBP provides enriched food rations to people living with and 
affected by HIV. Access to nutrition is critical to the health of 
people living with HIV and their body’s response to treatment.

The United Nations Children’s Fund (UNICEF) and its local 
partner I’Association Nationale des Jeunes Femmes Actives  
pour la Solidarité (ANJFAS) also expanded their HIV services 
to new areas to follow the population. These services included 
treatment programmes, as well as services to prevent new HIV 
infections among children, and a programme to identify survivors 
of sexual violence. 

Despite these efforts, the continuous movement of families in 
response to ongoing violence and security concerns has made it 
difficult to identify people who had been lost to follow-up.

OVERSEAS DISPLACEMENT

Refugees and asylum seekers who are living with HIV may face 
additional significant burdens when they are forced to leave their 
countries of origin. Currently, 36 countries, territories and areas 
apply some form of restriction on entry, stay and residence for 
people living with HIV (13). Such widespread restrictions present 

the need for HIV-related services to have a solid human rights and 
protection-oriented focus. 

Some countries expressed fears that allowing HIV-positive asylum 
seekers to enter would result in large-scale immigration for 
treatment or that an influx of asylum seekers or refugees living 
with HIV would pose a substantial public health threat. Both of 
these concerns are contrary to evidence and have no moral, legal 
or public health basis (9).

NEW THREATS ARISING  

FROM EMERGENCIES

Evidence shows that conflict and emergencies can bring disrup-
tions to HIV services. When these are protracted there is signifi-
cant risk of HIV epidemics emerging or resurging. For example, 
in the absence of rigorous HIV prevention and treatment 
programmes in crises, local people living with HIV and migrants 
or displaced populations in Libya have experienced challenges 
since the beginning of the conflict. 

Libya serves as a transit point for migrants and displaced people. At 
any given time, almost one million internally displaced persons and 
migrants from other African states might be living in the country 
for weeks or months before they find a way to reach Europe. They 
live mostly in urban settings or in detention centres where their 
risk of exposure to HIV or violence is increased (14). The potential 
vulnerability due to new threats including abuse by smugglers and 
the push for survival sex, need comprehensive HIV prevention and 
highlighted response services. Despite the lessons from previous 
crises, HIV is still not a focus of the response in Libya, with preven-
tion and treatment procurement being interrupted and very limited 
reporting made possible. 

Economic crises also have an impact on the HIV epidemic. Over 
the decade 2000–2010, HIV case reports in Greece ranged from Source: UNHCR, UNICEF, UNAIDS, Estimating the burden of HIV in  

Emergencies, 2015. Unpublished.
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653 in 2008 to 397. In 2011, there were 555 HIV cases reported. 
Over the same period, HIV case reports among people who inject 
drugs peaked at 19. However, in 2011, 113 people who inject drugs 
were reported (15). In response to sudden pulse in the epidemic, 
Greek authorities rolled out a programme named Aristotle, that 
implemented the innovative approach of using respondent-driven 
sampling methods to reach young people with "Seek Test Treat 
Retain." The Greek response scaled-up testing and other harm 
reduction services in a time of austerity to respond to the 
outbreak (16). 

Despite temporary regional scale-up of needle–syringe 
programmes—and other relevant prevention programmes—
mainly in urban centres, the national capacity to support those 
is decreasing. Budget reductions and equipment limitations have 
halted the scale-up, potentially limiting access to services for all  

key populations. With the countries in southern Europe also  
being a common entry point for migrants from humanitarian 
emergency regions, it is the focus on access to prevention,  
treatment and support services that can make a difference for 
people living with HIV. 

ENDING SEXUAL VIOLENCE  

AND EXPLOITATION

In 2011, the United Nations Security Council unanimously 
adopted resolution 1983, underlining the importance of concerted 
efforts to end conflict-related sexual and gender-based violence 
to reduce women’s risk of exposure to HIV. The Security Council 
noted the disproportionate burden of HIV on women and urged 
progress on empowering women in an effort to reduce their risk of 
exposure to HIV.

The power imbalances that make girls and women disproportion-
ately vulnerable to HIV become more pronounced in emergency 
contexts. In armed conflicts around the world, the use of rape 
and other forms of sexual violence, mainly against women and 
girls, is widespread (17). Sexual and gender-based violence also 
often escalates following a natural disaster or during population 
displacement as traditional protection systems are weakened. 

Women may also resort to transactional sex to meet basic food 
needs for themselves and their children, putting them at risk of 
sexual violence (18). At times, children also face additional risks 
of exploitation or sexual abuse. UNICEF has been working closely 
with the Government of Nepal and other partners after the 2015 
earthquake to speed up and bolster the response on child traf-
ficking prevention (19).

In such contexts, being able to provide HIV services, including 
post-exposure prophylaxis and counselling, is crucial.

HIV AND FAMINE

In 2003, The Lancet published a paper on the relationship between 
AIDS and food crisis in southern Africa (20). In that same year, 
UNAIDS estimated that on the continent of Africa, where 80% of 
the population depends upon small-scale subsistence agriculture 
for its livelihood and food, some 7 million agricultural workers 
had died from AIDS related illnesses in the 25 most-affected 
countries since 1985 (20). World attention was focused on the 
two-way link between HIV and food security in southern Africa. 
The food crisis that swept through the region highlighted how 
vulnerable many countries were to shocks that disrupt food 
production and consumption. Since then, famines that occurred 
in the region have brought real deterioration of welfare in terms of 
income and health status for people affected by HIV. 

Combined efforts of national partners, and supported by United 
Nations bodies such as WFP, helped mitigate the impact by 
providing food and nutritional support, alternative income 
generation, skills-building and provision of health services.

Source: UNHCR, UNICEF, UNAIDS, Estimating the burden of HIV in  
Emergencies, 2015. Unpublished. 
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PLANNING FOR THE AIDS RESPONSE  

IN SOUTH SUDAN

The emergence of South Sudan after a protracted conflict and 
orderly transition helped the new country prepare its AIDS 
response. Shortly before acceding to independence on 9 July 
2011, South Sudan adopted a transitional constitution which 
codified the creation of an independent South Sudan AIDS 
Commission. Upon independence this commission led the AIDS 
response in the country. In the four years since, the commission, 
in close collaboration with UNAIDS, has spearheaded the concep-
tion and elaboration of a comprehensive national HIV strategy 
(2013–17), coordinated the consultations which led to the drafting 
of the concept note successfully submitted to the Global Fund 
as part of its New Funding Mechanism (2015) and undertaken 
a number of studies to better understand the epidemic and its 
response in the country.

Some 11 310 people living with HIV received HIV treatment 
in 2014 and 10 million condoms are distributed annually in the 
country. These statistics, which respectively represent 6% and 8% 
of the estimated treatment and condom distribution needs, under-
score the extent to which prevention and response initiatives in 
South Sudan are struggling. Inadequate financial, infrastructural 
and human resources represent major impediments to scaling up 
and sustaining HIV services. 

THE EBOLA CRISIS

In 2014, the Ebola virus disease crisis erupted in Sierra Leone, 
Liberia and Guinea. Very rapidly, health services were seriously 
disrupted. Many health staff died and the population became 
reluctant to seek care at health facilities for fear of contracting 
Ebola. Public health measures taken in response to the crisis—
including quarantines and restrictions on movement—hampered 
access to medicines, including antiretroviral therapy for 
people living with HIV. Emerging shortages of food and water 
compounded the situation for people living with HIV. 

In Freetown, the Sierra Leone capital, HAPPY, a nongovernmental 
organization with an existing programme on HIV prevention 
among young people, realized that the situation of people living 
with HIV was quickly becoming a health emergency in its own 
right. Outreach teams were trained to trace and contact people 
who were experiencing HIV treatment interruptions and to 
dispense medicines and counselled patients within the constraints 
imposed by the risks associated with Ebola. By the end of the year, 
60% of children and 84% of pregnant women who had defaulted 
on treatment were back on treatment again. 

In neighbouring Liberia, the Ebola outbreak had similar effects 
on HIV services and resulted in the closure of the three hospitals 
in the capital Monrovia for five months. This closure is thought 
to have resulted in a significant increase in mortality aside 
from that caused by Ebola. In the midst of this unprecedented 
emergency situation, continuity of care for HIV-positive patients 

was successfully ensured through an active collaboration between 
Médecins Sans Frontières (MSF) and its clinical staff, local patient 
associations such as the Positive Living Association of Liberia and 
the National AIDS Control Programme. 

In both Sierra Leone and Liberia, the active involvement of local 
organizations of people living with HIV proved crucial in restoring 
access to HIV services for many. Their involvement led to critical 
components of the response: knowledge and trust, as well as the 
ability to quickly adapt to emerging needs.

In Guinea, although health facilities remained open, the MSF 
team also reported patients’ reduced access to HIV treatment. In 
response, the team began refilling treatment supplies for a period 
of six months, instead of the usual three months, as a more feasible 
system to ensure treatment continuation.

During the Ebola crisis, WHO reported that at least 20% of new 
Ebola infections occurred during the burial of people who had 
died from Ebola. The challenge was medical, cultural and religious. 

Recognizing the needs, many of the lessons learned from the AIDS 
response were put into action to help make burials dignified and 
safer. The principles of putting people at the centre were employed. 
A greater focus was placed on respecting the rights and dignity in 
providing services. There was a strong call to engage communi-
ties, including women, young people and religious leaders, in the 
design, implementation, monitoring and evaluation of responses 
and to address stigma and discrimination in health-care delivery.  

The World Council of Churches hosted a consultation on how 
faith-based organizations (FBOs) could contribute to health-
care delivery, community engagement and safe burials. This was 
a starting point for deeper conversation between governments, 
FBOs, the International Federation of Red Cross and Red Crescent 
Societies, WHO and UNAIDS. Consultations were also held with 
religious leaders in affected countries to define what a “dignified 
burial” means in both the Muslim and Christian context.

A team of medical anthropologists also contributed meaningful, 
safe alternatives for touching and bathing the bodies of the 
deceased, which were developed through research into the cultural 
significance and values of traditional burial practices in affected 
countries. 

The final version of the WHO protocol recognized the need 
to draw on knowledge and understanding of the cultural and 
religious beliefs and practices in Sierra Leone, Liberia and Guinea 
and to establish some common ground with the scientific impera-
tive to prevent new Ebola infections. 

Many partners in the AIDS response were already working on the 
Ebola response. They had the skills and networks to help shape the 
protocol, get feedback in-country and move community dialogue 
and training forward to rolling out the protocol in practice.



321

Just 15 years ago an HIV diagnosis seemed like a death 

sentence. Fear, stigma and discrimination fuelled denial, 

driving people living with and affected by HIV underground, 

killing as many as the virus itself.

Fifteen years ago, emergencies were still seen as unavoid-

able. Every hazard qualified as a natural disaster, exacer-

bating risk and vulnerabilities, including those faced by 

people living with HIV.

Our shared humanity was challenged, and leaders rose up,  

refusing to accept the unacceptable. Individuals and  

communities responded to prevent, care and support. 

People living with HIV refused to be the problem, instead 

choosing to be part of the solution.

Early warning, early alert and early action positioned 

disaster risk reduction as the way to prevent hazards from 

becoming disasters. Resilience put people at the centre of 

our responses, and it comforted us in our belief in the value 

of partnerships.

AIDS and emergencies are multidimensional problems,  

and they called for multidimensional responses that forged 

an alliance between politics, science and activism. That 

alliance brought results and helped us realize that we are 

not powerless.

Yes, there is hope! The silence has been broken, and our 

resolve to walk the extra mile to reach the most vulnerable 

and difficult to reach has been strengthened.

Fifteen years on, the needs of people living with HIV are no 

longer an afterthought. People living with HIV are no longer 

A JOURNEY FROM  

DESPAIR TO HOPE

ELHADJ AS SY 
Secretary General of the International  

Federation of Red Cross and  
Red Crescent Societies

shunned and left to fend for themselves. Access to HIV 

treatment, care and support is no longer interrupted  

or severed.

We have improved. We have demonstrated that when we 

focus on the unique needs of highly vulnerable groups that 

we are not distracting ourselves or diverting resources away 

from the greater goodÑwe are strengthening our response 

and reaffirming our humanitarian commitment to the most 

vulnerable.

The battle is not yet wonÑfar from it. We are better, but we 

are not good enough. As humanitarian crises worsen and 

spread, we need to continue to adapt. We must rise to meet 

new challenges, strengthened by the long journey we have 

walked, our journey from despair to hope.

Most importantly, we need to continue to put the needs of 

people who are living with or vulnerable to HIV at the centre 

of all our humanitarian efforts. They are the ones who have 

driven the improvements that have been made. 

We must emphasize the importance of communities and 

community-based organizations like the Red Cross and 

Red Crescent, supporting them to lead the response to 

crises. When a new crisis emerges, we need to work with 

them to ensure that the risks of HIV or other illnesses donÕt 

re-emerge or increaseÑthat people are safe, informed and 

able to protect themselves.

We must remember where we have come from, putting  

people at the centre of all that we do, and above all,  

maintaining our hope.  
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1 THE DIVIDE BETWEEN HUMANITARIAN 

AND DEVELOPMENT SYSTEMS IN 

PREPARING FOR AND ADDRESSING 

HIV IN THE EMERGENCY RESPONSE.

During emergency responses, donors and humanitarian actors 
often overlook HIV needs largely because they become over-
whelmed with other health concerns or because HIV needs are 
considered a development, rather than an emergency, issue. 
This oversight must change in order to address HIV within the 
continuum of the cycle of displacement and crises and to focus on 
preventing incidence increase and key population protection.

Equally, national programmes must also integrate the design of 
specific programmes for populations that have been affected by 
emergencies into their national strategic plans. 

2 ACUTE EMERGENCIES CAN DISRUPT 

HIV PROGRAMMES AND LIMIT ACCESS 

TO QUALITY HEALTH SERVICES

For people who are forced to leave their homes, life is focused on 
survival and meeting the most basic needs of safety, shelter, food 
and water. Within conflict-affected settings, there can be unique 
challenges to providing, accessing and adhering to treatment. 
Effective supply chain management systems and the inclusion of 
HIV commodities in essential service packages can alleviate the 
problem to some extent.

3 RESTRICTIVE LAWS, POLICIES  

AND PRACTICES

Restrictive laws and policies for HIV testing and access to services 
place an additional burden on displaced people living with HIV. 
Human rights are routinely violated among refugees and displaced 
persons. Mandatory testing of refugees and asylum seekers is a 
reality in a number of countries. At times, this occurs even where 
national legislation clearly states that all HIV testing should be 
voluntary, conducted with informed consent and combined with 
counselling and strict confidentiality. 

GAPS AND CHALLENGES 

TODAY

4 STIGMA AND DISCRIMINATION 

AGAINST ALL DISPLACED 

POPULATIONS

Refugees are often unfairly accused of being a source of HIV 
infection in host locations. However, data from several studies 
have shown otherwise. Key populations that already face stigma 
and discrimination are often excluded during emergency 
responses and considered as a lower priority. These can include sex 
workers, transgender people, people who inject drugs, people in 
prison settings and men who have sex with men.

5 REACHING PEOPLE AT HIGHER  

RISK,  ESPECIALLY YOUNG  

WOMEN AND GIRLS

During times of conflict, civilian populations are the most 
vulnerable and hard to reach. During conflict and emergency 
situations, the people who are at higher risk of HIV, including 
young women and girls, can also be particularly difficult to 
reach with services. Young women and girls often get the least 
support during forced migration or armed conflicts. Identifying, 
approaching and serving key populations always remains a 
challenge. 

A number of countries hosting people who are forcibly displaced 
fail to recognize that HIV programmes for displaced persons are 
not only a human rights issue, they are also a public health priority 
for affected populations and host locations alike. (18).
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ACTIONS FOR THE 

FUTURE

1 INTEGRATE HIV INTO NATIONAL 

DISASTER PREPAREDNESS AND 

RESPONSE PLANS

It is vital that HIV services be integrated into humanitarian 
response design and implementation. Preparedness planning must 
be a component of HIV programmes, which should always include 
contingency plans for the provision of antiretroviral therapy, HIV 
prevention commodities and, where appropriate, opioid substi-
tution therapy and needle–syringe programmes for people who 
inject drugs, especially in emergency-prone settings.

2 ENGAGE THE COMMUNITY TO 

SUPPORT EMERGENCY RESPONSES

Experience has demonstrated that preparedness, response and 
recovery efforts need to first involve local communities—usually 
the first responders to emergencies—who can help review local 
capacity and share understanding of community-coping mech-
anisms and resilience. By strengthening local communities to 
prepare for, and respond to, emergencies, their capacity to absorb 
and withstand shocks can be significantly enhanced and the 
impact of disasters and emergencies reduced.

In this context, working closely with communities of key popu-
lations will ensure that their needs are identified and addressed. 
Only by their inclusion in the development and implementation of 
plans will key populations be reached. Emergency responses can 
be accelerated by community support.

3 IMPROVE ACCESS TO  

FLEXIBLE FUNDING IN  

EMERGENCY CIRCUMSTANCES

During emergency situations, rapid and flexible access to funding 
for HIV services is necessary. The humanitarian support and  
AIDS priorities need to be quickly reconsidered in accordance 
with the local context as providers of health and support 
mechanisms are often under extreme strain. Easily accessed 
funding that can be used flexibly allows for a tailored response 
to the circumstances and a direct response to the needs. Flexible 
donor regulations and innovative mechanisms such as internal, 
earmarked contingency funding will allow for a better-tailored 
approach to sustaining the HIV response.

4 BETTER COORDINATE HIV WITH 

OTHER HEALTH SERVICES AND 

REMOVE RESTRICTIVE AND 

DISCRIMINATORY POLICIES AND 

PRACTICES

Coordination in the field is a major challenge during an 
emergency; and yet, when it is done well, it can lead to consid-
erable savings in time and costs. Utilization of the intersections 
between HIV programmes and interagency approaches, such as 
the cluster mechanisms, should be maximized for best delivery of 
services and support to people in need. Coordinating with other 
health programmes, such as tuberculosis, sexual and reproductive 
health, nutrition and antenatal care, can lead to integrated health 
provision and better distribution when access is disrupted. 

Similarly, ensuring food security, logistics and supply chain 
management, education and protection issues all enhance the 
AIDS response and improve the living conditions of the popu-
lations in question. Of course, all these provisions are critically 
dependent on the reform of restrictive legislation that hampers the 
access of key populations to HIV services, impedes public health 
programming and denies people their rights, including during 
an emergency.

5 INCLUDE POPULATIONS AFFECTED 

BY HUMANITARIAN EMERGENCIES IN 

NATIONAL HIV STRATEGIC PLANS

People affected by humanitarian emergencies should have full 
access to HIV services regardless of their legal status in the 
current location. National policies should not restrict access to 
HIV treatment and prevention services. Moreover, they should 
ensure the participation of those affected in the development 
of strategic plans that cater to the same populations. Ensuring 
participation of populations affected by emergencies and not 
discriminating against any individual because of their perceived 
or real HIV status, occupation or sexual orientation can lead 
to more effective and successful HIV response plans, directly 
supporting those in need.
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T H E  

W O M E N  

A N D  G I R L S

L E S S O N 

11
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EMPOWERMENT
THE LEADERSHIP AND RESILIENCE OF 

WOMEN HAVE BEEN AT THE FOREFRONT 

OF ALL SOCIAL AND POLITICAL 

MILESTONES AND DEVELOPMENT 

OUTCOMES; FROM UNIVERSAL SUFFRAGE, 

TO IMPROVED ACCESS TO EDUCATION  

AND HEALTH. WOMEN'S LEADERSHIP IN 

THE RESPONSE TO THE DEVASTATING 

IMPACT OF THE AIDS EPIDEMIC IS NO 

DIFFERENT. WE WILL NOT SUCCEED IN 

ADDRESSING THE KEY DEVELOPMENT 

CHALLENGES OF THE NEW MILLENNIUM 

IF WE CONTINUE TO CONSTRAIN THE 

POTENTIAL OF HALF OF THE WORLD'S 

POPULATION. THEY ARE WOMEN. 
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WOMEN AND GIRLS
AT A GLANCE

5 LESSONS 
LEARNED

1.
Global  pol i t ical 

commitment is 

central  to placing 

womenÕs  r ights , 

gender equal i ty 

and empowerment 

at  the centre of  the 

HIV response.

2.
National  pol i t ical 

commitment 

changes outcomes 

for  women in a  

very short  per iod  

of  t ime.

3.
Violence against 

women and HIV are 

epidemics that  are 

c losely entwined.

4.
Community 

mobi l izat ion of 

women l iv ing with 

HIV has been an 

instrumental  agent 

of  change.

5.
Programmes  

that  reduce poverty 

and violence  

can also reduce  

HIV incidence 

among women.

DATA  P O I N T 
In the majority of sub-Saharan African countries, less than 75% of young 
women report having a final say in decisions about their own health care. 

03
HIGHLIGHTED THE NEED OF 

UPHOLDING THE RIGHTS  

OF WOMEN AND GIRLS AS 

HUMAN RIGHTS.

04
INCREASED AWARENESS OF 

THE RELATIONSHIP BETWEEN 

GENDER INEQUALITIES, 

POVERTY,  VIOLENCE AND HIV.

 

05
CREATED SAFE,  GENDER-

RESPONSIVE ENVIRONMENTS 

TO REDUCE HIV.

01
PUT SEXUAL AND 

REPRODUCTIVE HEALTH AND 

RIGHTS ON THE TABLE.

02
CHALLENGED HARMFUL 

GENDER NORMS, CUSTOMARY 

LAWS AND DISCRIMINATION 

AND RELATIONSHIP TO HIV 

FROM A RIGHTS PERSPECTIVE.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

Source: Demographic and Health Surveys, 2006Ð2014.
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5 ACTIONS FOR 

THE FUTURE

01
Renew political commitment. 

02
Close the funding gap for women’s 
organizations.

03
Revitalize the advocacy platform for 
women and HIV.

04
Enhance the availability of evidence.

05 
Ensure responsive interventions. 

5 GAPS AND CHALLENGES 

LIMITED PROGRESS ON GENDER 

EQUALITY AND NO REDUCTION  

IN VIOLENCE.

POLITICAL COMMITMENT ON SEXUAL 

AND REPRODUCTIVE HEALTH AND 

RIGHTS IS NOT SECURE.

LACK OF FEMALE CONTROLLED 

PREVENTION.

LIMITED ENTRY POINTS  

FOR WOMEN AND GIRLS  

TO ACCESS SERVICES.

SCALE UP PROGRAMMES  

THAT ADDRESS VIOLENCE AND 

GENDER INEQUALITY IN THE 

CONTEXT OF HIV.

5 MILESTONE MOMENTS 
THAT INFLUENCED 

THE AIDS MOVEMENT

JULY 2002

The South African Constitutional Court rules in 
favour of the Treatment Action Campaign (TAC) 
and Save our Babies, which had launched a case 
against the government for failing to provide 
prevention of mother-to-child transmission of 
HIV services (2). This raised tremendous global 
awareness and led to the establishment of grass-
roots civil society organization programmes, 
such as the Mama’s Club in Uganda. It also 
paved the way for future advocacy in this area 
from the Organisation of African First Ladies 
against HIV/AIDS and collective action through 
the international community’s 2011 launch of 
the Global Plan towards the elimination of new 
HIV infections among children by 2015 and 
keeping their mothers alive.

FEBRUARY 2004

Women’s networks and organizations working 
on gender equality, women’s empowerment 
and sexual and reproductive health and rights 
form the Global Coalition on Women and 
AIDS, a global and multisectoral alliance aimed 
at promoting gender equality and women’s 

Rights of women in all their diversity, including sex 
workers, women who use drugs and transgender 
women,  placed on the agenda of the women’s 
movement.

HIV response instigates improvements in  
women’s sexual and reproductive health.

Treatment and prevention of mother-to-child  
transmission of HIV dramatically reduce  
maternal and child mortality in  
high-prevalence settings.

Grass-roots community movements  
are strengthened.

Political, technical and financial resources for  
gender equality are leveraged.

and girls’ rights as an integral part of the 
HIV response (3).

OCTOBER 2010

UNAIDS launches the Agenda for accelerated 
country action for women, girls, gender equality 
and HIV, “in response to the pressing need to 
address the persistent gender inequalities and 
human rights violations that put women and 
girls at a greater risk.”

NOVEMBER 2014

Namibia’s Supreme Court upholds the dignity 
of three women living with HIV who were 
subjected to coercive sterilization in public 
hospitals without their informed consent. 

DECEMBER 2014

The United States President’s Emergency Plan for 
AIDS Relief (PEPFAR) launches the DREAMS 
initiative, the first large-scale programme to 
integrate resilience, empowerment and gender-
based violence into prevention programmes for 
young women and girls. 

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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GENDER EQUALITY 
AND WOMEN’S  

EMPOWERMENT

It is now well established within political commitments that to 
end the AIDS epidemic it is necessary to address the root causes 
of women’s vulnerability to HIV: inequality and lack of empower-
ment. This was not always the case, however, nor has it been well 
accepted everywhere.

In 2009, Atieno—a woman from western Kenya who is openly 
living with HIV—faced one of the most difficult family tragedies 
anyone could ever live through: her husband passed away. She was 
well aware of the triple discrimination she now faced as someone 
living with HIV, a widow and a woman.

While overcoming her loss, however, she also had to face societal 
and cultural expectations from within the Luo ethnic community 
that called for her to be “cleansed” by having sex with a male 
relative from her husband’s family, or to be “inherited” by one of 
her husband’s brothers. This would remove the so-called impurity 
that comes with being a widow. 

Atieno refused and locked herself in a room as male relatives 
banged on the door demanding entry. The consequence of her 
refusal was that she was dispossessed, asked to leave her husband’s 
land and banished from her community. 

Like Atieno, innumerable women around the world have been 
pushed out of their communities, stripped of their means of 
survival. Disinheritance has led to women and children leaving 
their rural village homes to live in townships, and some women 
turn to sex work (4). This further increases their vulnerability and 
the impact of HIV. 

Most women don’t speak up. In Atieno’s case, she reached out to 
a Kenyan nongovernmental organization—the Kenya Legal and 
Ethical Issues Network on HIV and AIDS (KELIN)—and was linked 
with trained traditional Luo elders who led a process of mediation. 
They pointed out that disinheriting widows was not an accepted 
customary practice among the Luo, and that it also was against the 
provisions of the Kenyan Constitution. Atieno’s property rights were 
subsequently upheld. As formal laws often remain unimplemented, 
working with cultural structures to facilitate alternative dispute 

resolution and access to justice for widows can have a positive 
impact, affecting long-term sustainable change.

Since 2009, KELIN has worked with elders and local authorities 
to enhance access to—and control over—land and other prop-
erties for widows who have been disinherited and left homeless 
because they are either HIV-positive or their husbands have died 
due to AIDS-related illnesses. By January 2015, 300 cases had been 
reported and 217 successfully resolved. 

Working at the community level on the AIDS response, orga-
nizations such as KELIN are building on the issues of the rights 
of women, gender equality and women’s empowerment that the 
women’s rights movement had placed at the centre of global 
political commitment. The synergies between the women’s rights 
and AIDS movements have not always been easy, but when the 
partnership came together, it was highly effective.

THE SILENCE WAS DEAFENING

The unprecedented excitement and commitment that surrounded 
the movement for gender equality and women’s empowerment in 
the 1990s culminated in groundbreaking agreements at the 1994 
International Conference for Population and Development in 
Cairo, Egypt, and then a year later in Beijing, China. These agree-
ments were remarkable for recognizing human dignity, women’s 
rights and the need to respond to the specific sexual and repro-
ductive health needs of women and girls (5). This was captured 
by Hillary Clinton’s pronouncement in Beijing in 1995 that “it is 
no longer acceptable to discuss women’s rights as separate from 
human rights.” 

Despite this enthusiasm, both the global political movement and 
the global agreements largely ignored the devastating impacts that 
the AIDS epidemic was having on women and girls. As a result, 
African women and HIV activists, such as Sisonke Msimang, 
“found the silence deafening” (6).

Among some reasons for this silence was fragmentation within the 
women’s rights movement on the approach to sex work and the 
fear that political opportunity would close if these differences were 
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addressed (7). At that time—and through the early 2000s—the 
focus of the AIDS response among women (including in those 
in Africa) was largely female sex workers. This not only fuelled 
misconceptions in some key geographic areas about risk, but it 
also led to initial resistance to bringing the AIDS movement into 
the larger global women’s movement.

Notwithstanding these differences, the global political agreements 
and the women’s rights movement opened a space that put  
sexual and reproductive health and rights firmly on the table.  
The women’s rights movement also pushed an AIDS movement 
that had largely been timid about addressing the issues of women’s 
vulnerability where they intersected with harmful cultural or 
traditional practices. 

Those shifts were essential: by early 2000, it was recognized that 
the vulnerability to HIV of young women and adolescent girls 
could not be explained by biology alone. Instead, the pervasive 
conditions of gender inequality and power imbalances also must 
be addressed. 

Gender equality is important because the ability to make choices 
that affect one’s own life is a basic human right and should be 
equal for everyone. Equality also matters, however, because the 
majority of women living with or affected by HIV are born in 
communities in which they are not treated as equal. Many cannot 
reduce their vulnerability to HIV because they are not permitted 
to make decisions about their own health care; they also cannot 
choose when (or if) they will get married, who they will marry, 

when they will have sex, what (or if) they can use prevention 
to protect themselves from HIV and other sexually transmitted 
infections or how many children they will have (8, 9). Gender 
equality matters because it contributes to key HIV, economic and 
development outcomes.

In turn, the AIDS movement helped move the women’s rights 
movement and the global community to recognize the rights 
of all women, regardless of their identity, occupation or sexual 
orientation. At the dawn of the new millennium, with growing 
political commitment within the AIDS movement, the dynamic 
changed, and it wasn’t long before the two formidable global 
political movements came together to put gender equality and the 
rights of women at the centre of the HIV response. 

Early political resolutions such as the African Union’s 2001 Abuja 
Declaration on HIV/AIDS, Tuberculosis and Other Related 
Infectious Diseases, were powerful rallying calls that recognized 
economic and social inequalities that perpetuated women’s subor-
dination to men. The 2001 Political Declaration on HIV and AIDS 
adopted by the General Assembly went even further recognizing 
the protection of women’s human rights and committed the global 
community to time bound targets to reduce HIV vulnerability 
by improving gender equality and women’s empowerment. In 
the 2006 Political Declaration the global community endorsed 
the right of women to decide freely on matters related to their 
sexuality and their sexual and reproductive health. However 
despite large programmes targeted at sex workers, only the 2001 
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For me, the biggest lesson learned in the AIDS response 

from the past 15 years is that if we keep neglecting the 

social dynamics that relate to the epidemic, especially those 

that pose barriers for women and girls, such as gender-

based violence and harmful gender norms, we will keep 

falling short in tackling the root causes of the epidemic.

HIV is not only a health-related issue, it cuts across  

almost every aspect of a personÕs life and in different  

ways depending on where they live, how old they are, what 

gender identity or sexual orientation they have and how 

much income their households generate. For women,  

and girls in particular, these dynamics play an important  

role in terms of the risks and vulnerabilities associated with 

HIV, including gender-based violence and harmful gender 

norms, discrimination and oppression. HIV is a matter of 

social justice.

PUTTING WOMENÕS 

AND GIRLSÕ  RIGHTS 

AT THE CENTRE

LYDIA MUNGHERERA 
Founder and CEO of Mama's Club, Uganda

In the face of an epidemic entrenched so deeply in social 

exclusion, violence and injustice, the AIDS response must  

keep striving for inclusiveness, respect for human rights 

Ñincluding womenÕs and girlsÕ rightsÑand gender equality. 

To achieve this we need strong political commitment and a  

cohesive womenÕs movement.

My greatest hope is that the future holds a world where 

every woman and girl, everywhere, is free to decide on her 

own life and is empowered to succeed, free from gender-

based violence and harmful gender norms, regardless of her 

age, gender identity, sexual orientation, work and any other 

issues that have divided humanity for so long. Only then will 

we see the end of the AIDS epidemic.  



333

Political Resolution of Economic and Social Commission for Asia 
and the Pacific (57/1) recognized ‘commercial’ sex. This finally 
changed with the 2011 Political Declaration on HIV and AIDS 
adopted by the General Assembly where sex workers were recog-
nized as key populations at higher risk (10–12). 

NATIONAL SOCIAL MOVEMENTS HAVE 

MADE A MASSIVE DIFFERENCE TO  

THE LIVES OF WOMEN AND GIRLS 

AFFECTED BY HIV

“Never doubt that a small group of thoughtful, committed citizens 
can change the world. Indeed, it is the only thing that ever has.”  
—Margaret Mead

The key success factor throughout the past 15 years has been social 
movements from women themselves. Outside of the community of 
men who have sex with men, women were the early, and often sole, 
warning system of the devastating impact of the AIDS epidemic. 
Not only are women more vulnerable to HIV, but around the 
world the AIDS epidemic has significantly increased the care 
burden placed on many women. Women play the central role in 
helping people living with HIV access treatment and support or 
die with dignity, but this care role has come at a high cost: women 
have been driven further into poverty, resulting in missed oppor-
tunities for education or economic activities (13). 

That care role also has fostered the formation of grass-roots 
community organizations that later helped create a social 
movement. Through community mobilization and advocacy, 
women like Noerine Kaleeba and countless others were among  
the first to push decision-makers on the urgent need to address  
the disproportionate burden of HIV among women and girls.  
The formation of community-based organizations such as the 
AIDS Support Organization (TASO) in Uganda helped commu-
nities organize support systems. Without a doubt, however, the 
single biggest impact on the care-giving role of women, their 
health and that of their families was the scaling up of treatment 
and prevention of mother-to-child transmission of HIV. These 
services were rolled out quickly through the community support 
groups that had been established.

National activism has not only had long-standing effects on the 
health of women and their children, but the campaigns also have 
had regional and global impacts. Led by civil society, TAC in 
South Africa raised global public awareness about the devastating 
impacts of mother-to-child transmission of HIV by suing the 

South African government in 2001 for not providing prevention of 
mother-to-child transmission of HIV services. TAC won its case, 
and the South Africa Government was ordered to provide services 
in public clinics. That success paved the way for continual action 
in this area (14), from the advocacy promoted by the Organisation 
of African First Ladies against HIV/AIDS to improved account-
ability through the 2011 Global Plan towards the elimination of new 
HIV infections among children by 2015 and keeping their mothers 
alive (Global Plan).

Within these movements, women living with HIV have been 
formidable agents of change through political advocacy, allowing 
them to protect their sexual and reproductive rights, and to 
mobilize communities around the expansion of services. 

The International Community of Women Living with HIV 
(ICW) has led the advocacy and community action for the sexual 
and reproductive rights of women living with HIV. Through 
champions such as Jennifer Gatsi-Mallet from Namibia, they 
brought and won cases against the Government of Namibia in 
2014 for the forced sterilization of women living with HIV. The 
attention brought to this issue has helped unite movements of 
women to collectively raise awareness of the issue in order to 
stop forced sterilization among women who are marginalized 
and disadvantaged (such as women living with disabilities, poor 
women or women from ethnic minorities) (15).

In 2004, recognizing the need for a stronger platform, women’s 
networks and organizations came together to form the Global 
Coalition on Women and AIDS, a global and multisectoral alliance 
that sought to promote gender equality and the rights of women 
and girls as an integral piece of the HIV response (3). Then, in 
2010, UNAIDS launched the Agenda for accelerated country 
action for women, girls, gender equality and HIV, which provided 
movements with a strategy and operational framework for their 
work. The agenda, rolled out in more than 100 countries from 
2010 to 2014, focused on strengthening local understanding of 
the causes and effects of the HIV epidemic among women and 
girls, translating political commitment into scaled-up action and 
ensuring a enabling environment for the fulfilment of the rights 
and empowerment of women and girls (16). 

TWO SIDES OF A COIN

Together, global political commitments, social mobilization and 
targeted interventions have reduced the burden of the epidemic 
on women over the past 15 years: new infections among women 

2011

2011 March

AIDS activist and award-winning actress Elizabeth Taylor dies.  

She was the founding national chair of amfAR (American  

Foundation for AIDS Research).

The TDF2 and Partners PrEP studies provide the 

first evidence that a daily oral dose of antiretroviral 

medicines for treatment can also reduce HIV 

acquisition among serodiscordant couples.
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DREAMS OF 

REDUCING HIV 

INFECTIONS AMONG 

WOMEN AND GIRLS

DEBORAH BIRX
United States Global AIDS Coordinator and 

United States Special Representative for  
Global Health Diplomacy 

When we reflect on what the United States PresidentÕs 

Emergency Plan for AIDS Relief (PEPFAR) and the global 

movement for an AIDS-free generation have achieved to 

dateÑand they have achieved a lotÑthere still are gaps. 

Global development efforts have progressed greatly on 

issues ranging from food security to economic advance-

ment, but one population consistently left behind encom-

passes over half of our planet: women and girls. The low 

status of women and girls has contributed to a rampant 

AIDS epidemic among adolescent girls and young women 

in sub-Saharan Africa. They experience many vulnerabilities 

that affect their risk of contracting HIV, including biological 

factors, harmful gender norms, limited schooling, reduced 

job opportunities and high levels of physical and sexual 

violence. Almost one third of new HIV infections among 

adult women globally occur among young women in Africa.

On World AIDS Day in 2014, I launched DREAMS (deter-

mined, resilient, AIDS-free, mentored and safe women), 

a public-private partnership with the Bill & Melinda Gates 

Foundation and the Nike Foundation. The goal of DREAMS 

is to reduce new HIV infections among adolescent girls and 

young women in up to 10 sub-Saharan African countries. 

Countries that are eligible for funding under the DREAMS 

partnership will implement a core package of programmes 

for adolescent girls and young women, including program-

ming that strengthens their families, mobilizes their commu-

nities and reduces the risks posed by their sexual partners. 

Emerging research shows that the best way to address 

complex problems is through implementing a combination 

of evidence-informed prevention interventions, producing a 

synergistic effect whereby those who receive multiple inter-

ventions do better than those who receive only one. 

With DREAMS, PEPFAR is aiming to have a swift and 

effective impact on incidence. The youth population in 

sub-Saharan Africa is expanding rapidly, and there is a 

growing population of vulnerable adolescent girls and 

young women. The DREAMS partnership will be used to 

deliver more effectively across sectors and to experiment 

with various models to assess impact. Using implementation 

science, existing surveys, PEPFAR indicators and addi-

tional measurement and evaluation methods, the DREAMS 

package of interventions will be scrutinized for impact. If its 

interventions and approach are found to be reducing new 

infections, the DREAMS partnership will create a model for 

HIV prevention. 

Because of the interventions in the core package, DREAMS 

could transform lives in many ways: by decreasing HIV 

incidence, reducing unplanned pregnancy, increasing 

economic mobility, reducing violence and raising the status 

of women and girls in their communities. Expanding and 

tailoring DREAMS for varied contexts could create an 

approach that could be used globally to improve the lives of 

women and girls.  
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decreased by 37% between 2000 and 2014. This reflects wide global 
differences. In sub-Saharan Africa, new infections have declined 
by 41%; in Asia, where 34% of all new infections are among 
women, the decline is estimated at 32%. In the Middle East and 
North Africa, new infections among women increased by 17%  
and in Eastern Europe and Central Asia, new infections  
increased by 48% (16).

Globally AIDS-related deaths among women from 2005 to 
2014 decreased by 41%. Declines of between 29% and 59% have 
occurred in Asia, Latin America, the Caribbean and Sub-Saharan 
Africa (17). Similarly, there has been phenomenal success in 
preventing mother-to-child transmission of HIV. In 2014, there 
was a 39% decline in the number of new infections among 
children in these countries since 2009. This is good news, but 
it hides disturbing and stubborn trends in the vulnerability of 
young women, female sex workers, women who use drugs and 
transgender women, as well as in violations of the rights of women 
living with HIV. Fast-Tracking the end of the AIDS epidemic 
among women and girls requires looking at the most vulnerable 
but invisible populations of women at risk and taking action.

Globally, women represent about 50% of all people living with 
HIV. Among young people, however, important differences 
emerge. While new infections are declining overall, their impact is 
still disproportionately felt by young women. This picture becomes 
even starker in younger age groups and in certain regions. For 
instance, 56% of all new infections among 15-24 year olds and 62% 
of new infections among 15-19 year olds were among women. In 
Sub-Saharan Africa this figure increases to 64% and 71%, respec-
tively (19). Unfortunately, AIDS-related illnesses are the leading 
cause of death globally among women of reproductive age, and 
among adolescent girls in Africa.

The disproportionate impact of HIV on young women and adoles-
cent girls goes well beyond their health status. Women acquire 
HIV infection on average five to seven years earlier than men, 
and this has a much larger impact on their opportunity to develop 
skills, assets and resilience. In societies where gender equality is 
anything but certain and where poverty is widespread, the impact 
of HIV on women is devastating. The effect of HIV on women and 
its relationship with gender inequality are now playing out over a 
second generation, and while an approach that examines the risks 
and vulnerabilities of women and girls across their life is becoming 
more accepted, it has taken time to get here.

Source: UNAIDS, 2014 estimates.

Source: UNAIDS, 2014 estimates.

Proportion of new HIV infections among 
adolescents that are among adolescent 
girls, global

Proportion of new HIV infections among 
adolescents that are among adolescent 
girlsÑsub-Saharan Africa

38%

62%

Female

Male

29%

71%

Female

Male

Distribution of the 220 000 new HIV infections 
among adolescents globally in 2014 by sex

2011 May

2011 June

Nurse-initiated management of treatment is a major innovation  

of a campaign in South Africa that achieved 15 million  

people receiving counselling, 13.2 million tested and 8 million 

screened for TB in 15 months.

Archbishop Desmond Tutu hands a symbolic baton  

to a new generation on Robben Island as the culmination of  

the work of the HIV Prevention Commission.
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IÕm a young woman openly living with HIV in Zimbabwe.  

I was born in 1992 before prevention of mother-to-child  

transmission was heard of. Both my parents and brother 

died before l had started my teenage years. At the age of 12, 

l tested HIV-positive. 

Young people like me, and especially young women,  

face many challenges that increase our risk and vulnerability 

to HIV, including gender-based violence and harmful  

gender norms. Also, young women living with HIV have 

specific needs in terms of our sexual and reproductive 

health, and still we keep being denied our human rights to 

access these services. 

We must face these challenges with courage and deter-

mination; when l got to know about my HIV status l got 

the opportunity to became a member of the Africaid 

Zvandiri programme, a community support programme 

for adolescents and young people living with HIV, and 

this brought back my confidence. lÕm now the advocacy 

officer with Africaid. I am actively involved in the national 

and global HIV response, with a focus on adolescents and 

YOUNG VOICES IN  

THE HIV RESPONSE

LOYCE MATURU 
Steering Committee Member, Y+ Global  

Network of Young People Living with HIV

young people living with HIV, where l actively participate 

in policy-making, decision-making, strategy develop-

ment, planning, implementation processes and voicing the 

challenges and needs of my peers, adolescents and young 

people living with HIV. 

I hope for my peers to live in a world free from discrimina-

tion, where people believe in us and see the potential in us 

to influence the way the world thinks about us. I envision a 

world where young people living with HIV like myself help 

shape the way society thinks and responds to people living 

with HIV. I dream of a world where adolescents and young 

people living with HIV have a say in how their treatment, 

care and support is provided, with recognition of their 

different needs. I desire to see my peers grow confidence, 

and realize and fulfil their dreams and hopes for the future. 
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Similarly, the success in the response hides HIV prevalence among 
female sex workers, which is in general 12 times higher than for 
the general population (9). Life expectancy of transgender people 
can be shockingly low: in 2012, life expectancy for transgender 
people in Argentina was reported to be 35 years (20). Prevalence 
among transgender women is 49 times higher than that among 
adults in the general population (21). 

Incidents of the violation of the rights of women living with HIV 
is staggering, with cases of forced or coerced sterilization against 
women living with HIV—or denial of access to voluntary steriliza-
tion services (where legal)—being reported in at least 14 countries 
from all regions of the world (9). A study released by South Africa 
in May 2015 indicates that among women living with HIV, 7% of 
respondents report being forcibly sterilized, and 37% report that 
contraception was a prerequisite for women to access antiretroviral 
therapy (22). These violations stop women from reaching out to 
health services, increasing the risk of negative health outcomes, 
including lost adherence to treatment (23).

OUR APPROACHES HAVE EVOLVED

Like most emergencies, there is a phase of confusion, followed 
by a period of clarity. Efforts in emergency responses first reach 
those who are easiest to access or areas where the emergency is 
so devastating that it cannot be ignored. The response to HIV 
among women was no different. For the first decade of the new 
millennium, the response to HIV among women had three 
dominant approaches: (1) reaching women as they enter antenatal 
care services (ANC); (2) reaching sex workers; and (3) using 
behavioural campaigns that largely focused on individuals.

The first approach (through ANC) registered tremendous success 
in reducing new infections among children, scaling up treatment 
and reducing death among women. 

The second approach recognizes the diverse experiences of 
women and the sheer impact of HIV on female sex workers. While 
prevalence remains exceptionally high among female sex workers, 
programmes have noted success. In the Asia–Pacific region, for 
example, it is estimated that nearly half of all sex workers in the 
region have access to some form of HIV prevention, and where 
services have become available, HIV prevalence has declined or 
stabilized. In Cambodia, median HIV prevalence among female 
sex workers has declined from 20.1% in 2001 to 4.4% in 2010. In 
India, HIV prevalence among female sex workers dropped from 
10.3% to 2.7% (9).

What these entry points to the epidemic in women and girls were 
unable to do, however, was reach young women in the general 
population who are not yet pregnant or older women who are 
outside of ANC. They also have been largely unable to address 
issues of stigma, discrimination and the violation of the rights of 
women living with HIV.

HIV prevention for the general population of women is an area 
that has evolved the most over the past 15 years. In the first decade 
of the new millennium, funding of prevention programmes for 
women was largely based on the third dominant approach: indi-
vidual behavioral campaigns that stress factors such as perceived 
risk, HIV knowledge, self-efficacy and safer sex skills. Abstinence, 
be faithful, use a condom (ABC), which was spearheaded by 
PEPFAR, became the dominant approach from 2004 onwards, 
with 20% of funding spent on ABC prevention (and of that 
amount, 30% was directed to abstinence training). 

Approaches such as ABC heavily attributed the responsibility 
of sexual behaviour to the individual, without noting that more 
often than not, women do not have the autonomy to make 
decisions about their own bodies, health and sexuality. In fact, 
in many sub-Saharan African countries, over half of women do 
not have the power to make decisions about their own health; 
among adolescent girls and young women in some countries in 
sub-Saharan Africa, this number can be as high as 70–80% (24). 

In 2010, over 67 million women aged 20–24 were married 
while still girls, and many had been denied access to secondary 
education and sexuality education that could protect them 
from HIV (45). Poverty is a main driver for this, and girls from 
lower-income households are nearly twice as likely to marry before 
the age of 18 than girls from wealthier backgrounds (25). Early 

2011 November

2012

UNAIDS releases new guidelines on antiretroviral therapy 

as prevention for serodiscordant couples.

United States Secretary of State Hillary Rodham 

Clinton presides over the release of the PEPFAR 

Blueprint for an AIDS-free Generation.
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structural determinants that pose barriers for access by  
young women and girls.

The good news is that in addition to the programmes (such as 
the Cultural Structures project by KELIN) that protect the rights 
of women who are living with or affected by HIV, a number of 
structural programmes have been shown to reduce vulnerability 
to HIV by targeting gender inequality, poverty and education. This 
is important because addressing gender power dynamics matters 
in the response to HIV among women and girls. Community-led 
programmes to reduce intimate partner violence (such as SASA!, 
Stepping Stones and SHARE) have been evaluated through 
randomized control trials, and they have produced impressive 
results for reducing violence and HIV incidence (38–40). Similarly, 
programmes that address power or gender within sexuality 
education programmes are shown to be five times more effective 
at reducing sexually transmitted infections or teenage pregnancy 
then programmes that do not address those issues (41). Targeting 
poverty also matters: cash transfers to adolescent girls have reduced 
transactional or age-disparate sex, and they have multiple outcomes 
on access to education, teenage pregnancy and HIV (42). 

Percentage of ever-married women 15Ð24 who have experienced physical or sexual violence 
by their current or most recent husband/partner in the past 12 months
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Source: Most recent Demographic and Health Survey.

marriage can increase girls’ vulnerability to HIV by limiting their 
access to opportunities (such as education) and by increasing the 
risk of intimate partner violence (26). Uneducated girls are twice 
as likely to acquire HIV than those who have some schooling, 
and they are less likely to seek help in cases of intimate partner 
violence, which can increase the risk of HIV infection by 50% (27).

Intimate partner violence and HIV are dual epidemics that are 
intimately entwined. Over the past decade, evidence has emerged 
on the relationship between the two (28–31). In high-prevalence 
settings, women who are exposed to intimate partner violence have 
a greater risk of acquiring HIV than those who are not exposed, 
and the link is strongest when physical violence and controlling 
behaviour (rather than sexual violence) are involved (32). Additional 
studies have shown the result of women’s vulnerabilities to HIV in 
the context of conflict and post-conflict settings (33–37). 

The persistence of the epidemic among young women and girls is 
a clear reflection of how the provision of services, including those 
that have worked for women in general, have not addressed the 
specific sexual and reproductive health needs of young women  
and girls. It also indicates that services have not tackled the  
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Some programmatic interventions that have proven to work at 
small scale, such as cash transfers. These programmes are still to be 
rolled out at national level. While this would require political and 
financial commitment, it could have the potential of addressing 
harmful gender norms and empower young women and girls with 
the necessary means to increase their agency to decide upon their 
bodies, health and sexuality. A few partners are for the first time 
integrating and rolling out programmes that address the root cause 
of the vulnerability of young women. These new programmes are 
a lesson on how even large-scale programmes can evolve as new 
evidence emerges. For example, PEPFAR launched its DREAMS 
(determined, resilient, empowered, AIDS-free, mentored and 
safe) initiative in November 2014 to reduce new infections among 
young women. By rolling out structural programmes alongside 
biomedical ones, we may finally turn a corner.

REACHING THE END GAME

The experience of Atieno illustrates how the epidemic among 
women—and their vulnerability to HIV—is intimately entwined 
with violence, gender inequality and the lack of women’s empow-
erment. Ending the AIDS epidemic therefore requires looking at 
how these underlying conditions for women have changed in the 
past 15 years (or whether they have changed at all). As the United 
Nations Secretary-General’s report on the implementation of the 
Beijing Declaration and Platform for Action notes, there has been 
limited progress towards gender equality during the period of the 

Millennium Development Goals: “overall progress has  
been unacceptably low, with stagnation and even regression 
in some contexts” (43). Similarly, a review of intimate partner 
violence in Demographic and Health Surveys surveys over the  
past 15 years showed no meaningful change in six of ten countries. 
In another four countries there was an increase in physical and/or 
sexual violence (44).

The immediate opportunity to reverse the situation for women and 
girls—and to address their vulnerability and experience of HIV—is 
found in forming new partnerships to end the AIDS epidemic 
among them. Upholding their rights—including taking steps 
to reduce gender inequality and violence, particularly intimate 
partner violence—must be at the centre of the response. Without 
it, the sustainability of the AIDS response and the broader devel-
opment agenda in the post-2015 era are at stake.

The sustainable development framework, which includes a specific 
goal to advance gender equality and women’s empowerment 
and to reduce gender-based violence, provides the platform. 
Decision-makers must seize this opportunity, taking stock of the 
lessons learned from the past 15 years, and move forward with 
unequivocal commitment to guarantee that the rights of women 
and girls are respected, protected and promoted. 
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1 L IMITED PROGRESS ON GENDER 

EQUALITY AND REDUCING VIOLENCE 

Although new HIV infections and deaths among women have 
decreased over the past 15 years, much of the progress can be 
attributed to unprecedented efforts to enhance access to antenatal 
care among pregnant women. The underlying determinants of 
access to services, such as gender inequalities and gender-based 
violence, which jeopardize the sustainability of the HIV response, 
still persist today. In addition, women’s needs are still to be effec-
tively addressed in the HIV response, outside a context of maternal 
health, and including women in all their diversity. 

2 POLITICAL COMMITMENT ON SEXUAL 

AND REPRODUCTIVE HEALTH AND 

RIGHTS IS NOT SECURE

To break the cycle of marginalization, women’s and girls’ rights 
which includes their sexual and reproductive health and rights, 
must be recognized, respected, protected and promoted. 

3 SUPPORT FEMALE CONTROLLED 

INTERVENTIONS

Female controlled interventions can protect women’s health and 
avoid the risk of HIV infection, AIDS-related deaths and violence. 
They can also contribute to women’s and girls’ empowerment, by 
increasing their agency to decide upon their own bodies, health 
and sexuality.

4 ENTRY POINTS TO REACH WOMEN 

AND GIRLS ARE LIMITED

Success of the HIV response among women and girls could 
be greatly attributed to the unprecedented efforts for the past 
15 years, to enhance access to antenatal care for pregnant  
women, together with focused interventions among female sex 
workers. However, these programmes have not included women  
in all their diversity, nor have they taken into account  
the underlying determinants that increase women’s and girls’  
risks and vulnerabilities to HIV. Women’s health has recurrently  
been addressed in the context of pregnancy, leaving out the 
specific needs of adolescent girls and young women who are not 
pregnant. In addition, the specific needs of women and girls in 
all their diversity have not been effectively addressed, taking into 
account differences such as age, sexual orientation, gender  
identity and work. 

5 PROGRAMMATIC INTERVENTIONS 

THAT WORK NEED TO BE SCALED UP

Programmatic interventions, such as cash transfers and 
community-led interventions to prevent and respond to gender-
based violence, which have proven to work and have multiple 
benefits, including reduced HIV incidence among women and 
girls, are not rolled out to a national scale.

GAPS AND CHALLENGES 

TODAY
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ACTIONS FOR THE

FUTURE

1 RENEW POLITICAL  

COMMITMENT 

Political agreements need to hold firm on putting women’s 
gender equality, women's rights and empowerment at the centre 
of the AIDS response, and to translate these commitments into 
concrete strategies that aim to fulfil women’s rights. 

2  

CLOSE THE FUNDING GAP

Rebuild the global partnership with the women’s movement 
and AIDS movement, and secure the platform for advocacy, 
political and social mobilization, leveraging national level action 
for gender equality and HIV. This platform must also advocate 
for the closing of the funding gap for women’s organizations, 
ensuring that investments for gender equality, women’s empow-
erment and HIV are effectively reaching those most affected, 
and that women’s organizations have a lead role in programme 
design and implementation.

3 REVITALIZE THE PLATFORM FOR 

ADVOCACY FOR WOMEN AND HIV

The platforms for global advocacy for women and girls in the 
AIDS response have ended, and nothing has replaced them. 
Global political commitments enshrined in Cairo and Beijing, 
and through various declarations of commitment to the AIDS 
response, were followed by concrete programmatic actions 
outlined in joint initiatives such as the UNAIDS Agenda for 
accelerated country action for women, girls, gender equality 
and HIV. With the end of the Agenda, there is a need for a 
new platform to voice the needs of women and girls, and the 

advancement of gender equality in the AIDS response contributing 
towards the sustainable development goals framework. These 
spaces are necessary to leverage political commitment and guide 
country-level action for transformative programmes.

4 ENHANCE THE AVAILABILITY  

OF EVIDENCE

Comprehensive evidence that takes into account the different 
dimensions of gender inequalities, and the interlinkages with 
HIV, are key for advocacy and to inform national programming 
processes. Evidence that clearly reflects the various challenges 
faced by women and girls to access services, ensures that 
programmes respond to the root causes of inequalities and 
contribute to the sustainability of the HIV response. Data must 
also be routinely disaggregated by age and sex.

5 ENSURE RESPONSIVE  

INTERVENTIONS

Women are not a homogenous population, and as such require 
specific programmes that take into account the age, sexual 
orientation, gender identity, place of residence, work, and all 
other factors that contribute to the wide diversity among women. 
Focusing the HIV response solely on women in the context of 
pregnancy and birth, or shaping programmes aimed at behaviour 
change without taking into account women’s and girls’ lack of 
agency, limits the scope and effectiveness of the response and fail 
to reach women from discriminated and marginalized groups such 
as sex workers and transgender women.
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T H E  K E Y

P O P U L A T I O N S

 L E S S O N 

12
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COUNT US 
PEOPLE CALLED THEM NAMES. PEOPLE 

IGNORED THEM. PEOPLE BLAMED THEM. 

YET THEY STOOD TALL, FOUGHT FOR 

ACCESS TO HIV TREATMENT, FOUGHT 

FOR CONDOMS, LUBRICANTS AND CLEAN 

NEEDLES, FOUGHT FOR INFORMATION, 

FOUGHT FOR DIGNITY AND RESPECT, AND 

FOUGHT FOR THE VERY PEOPLE WHO 

IGNORED THEM. GAY MEN AND OTHER MEN 

WHO HAVE SEX WITH MEN, SEX WORKERS, 

TRANSGENDER PEOPLE AND PEOPLE WHO 

INJECT DRUGS HAVE MADE THEMSELVES 

VISIBLE, HEARD AND COUNTED.
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KEY POPULATIONS 
AT A GLANCE

5 LESSONS 
LEARNED

Key populat ions 

programmes  

show that :

1.
Punit ive laws keep 

people away from 

HIV services.

2.
Good-qual i ty 

services are valued 

and have impact .

3.
Success can  

be guaranteed 

when people  

are included.

4.
More funding  

is  needed.

5.
We need to 

measure what we 

treasure:  evidence 

dr ives access  

to services.

DATA  P O I N T 

New HIV infections, key populations and other adults, 2013 
Estimated 1.9 million adult new infections among key populations

03
INCREASING POLITICAL 

VISIBILITY.

04
ENABLING LEADERSHIP AND 

COMMUNITY ORGANIZATION.

 

05
ESTABLISHING THE 

IMPORTANCE OF THE 

DEMOGRAPHIC.

01
EXPANDING ACCESS TO 

HEALTH AND HIV SERVICES.

02
OPENING DISCUSSION  

ON RIGHTS.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

Other adults 65.3%

Sex workers 3.7%

People who inject drugs 6%

Men who have sex with men 17.6%

Clients of sex workers 7.4%
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5 ACTIONS FOR  

THE FUTURE

01
Support key population leadership.

02
Engage with new partners to reach the 
unreached and invisible.

03
Promote evidence-informed HIV 
programmes for key populations.

04
Embrace innovations and adapt  
the response.

05
Data revolution—make key  
populations count.

5 GAPS AND CHALLENGES 

PERSISTENCE OF PUNITIVE  

LEGAL ENVIRONMENTS.

FEAR OF COERCION 

 AND VIOLENCE.

PROGRAMMES FOR KEY 

POPULATIONS NOT TO SCALE.

STIGMA AND DISCRIMINATION.

LACK OF GOOD-QUALITY  

DATA ON KEY POPULATIONS.

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

2004

China launches eight methadone maintenance 
treatment clinics to help people who inject 
drugs and to manage the increasing number of 
people living with HIV across the country. By 
December 2014, there are more than 750 clinics 
across the country (1).

JULY 2010

For the first time, the cover of a United Nations 
report features the photograph of a transgender 
person and establishes the empowerment of 
transgender people to protect themselves from 
HIV and fully access antiretroviral therapy (2).

JUNE 2011

The United Nations Political Declaration on 
HIV and AIDS agreed by Member States at the 
United Nations General Assembly explicitly 
refers to sex workers, men who have sex with 
men and people who inject drugs as key 
populations in the HIV response. The use of this 
language at such a high political level opens up 
new paths for advocacy towards the vision of 
ending the AIDS epidemic (3).

Facilitating the delivery of HIV services.

Reducing HIV incidence and deaths through personal  
and collective action.

Fostering innovation.

Supporting scientific research and development.

Promoting human rights.

SEPTEMBER 2011

A historic resolution is adopted by the United 
Nations Human Rights Council expressing 
“grave concern at acts of violence and 
discrimination, in all regions of the world, 
committed against individuals because of their 
sexual orientation and gender identity” (4).

APRIL 2012

Revised UNAIDS guidance on HIV and sex 
work is released, including recommendations of 
the advisory group on HIV and sex work.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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It took 66 years before Member States of the United Nations 
included the terms “key populations”, “sex workers”, “men who 
have sex with men” and “people who inject drugs” in a United 
Nations political declaration (3). For the first time the world was 
naming key populations, and they were no longer invisible. This 
was a huge step towards humanizing all parts of the human family, 
some of whom had lived in the closet for too long.

How many gay men are there in China? (This is not a trick 
question.) “At least 15 million,” said Geng Le, with the confidence 
of a police officer. He kept pointing to his smartphone, as if to 
suggest the evidence lay there. He was not on duty. In fact he has 
not been involved in police work since 2009. Nor was he trying to 
stigmatize or discriminate against gay men. Geng Le, a gay man 
himself, is the founder of Blued, the world’s largest gay dating 
smartphone application, and he has been trying to convince poli-
cy-makers that there is a new way to connect with gay men and 
other men who have sex with men in China and beyond (5).

As recently as 2001, Chinese health laws described homosexuality 
as a psychiatric disorder. Ignorance marked the general popu-
lation’s attitudes towards gay men, even though consensual sex 
between same-sex individuals was legalized in 1997 (6).

Before the Internet and smartphones, gay men and other men who 
have sex with men in China connected in bars and public places. 
Now they hook up online, viewing profiles and connecting with 
other gay men in the social network.

Blued’s nonprofit arm, Danlan gay men’s network, now partners 
with the Chinese Government. Practical information on the risks 
of unsafe sex and the rights of gay men and other men who have 
sex with men is shared with members. The application has a 
quiz where users are asked questions to expand their knowledge 

of HIV treatment, prevention and care options. Users are also 
being pointed to places in the real world where they can access 
HIV testing and counselling. Danlan has organized campaigns 
against discrimination and also shares its experience of online HIV 
prevention and treatment initiatives (7).

What makes Blued and Danlan unique is that they made the 
health of Chinese gay men and other men who have sex with 
men count in the eyes of the public and the Chinese Government. 
When people can be counted, it is difficult to ignore them or deny 
them their rights and services, and progress can be made towards 
achieving other social and economic gains.

A few years earlier, when China was presented with similar 
evidence showing the effectiveness of harm-reduction 
programmes for people who inject drugs, the Chinese 
Government scaled up provision of methadone across the country, 
increasing the number of facilities offering services from 80 to 
more than 750 in record time. As a result, newly diagnosed cases 
due to drug use in China fell from 43.9% in 2003 to 7.7% in 2013. 
Prevalence in HIV sentinel surveillance fell by 50% (8).

All around the world, key populations are becoming increasingly 
visible and vocal and are demanding their rights. They and  
their allies are defining the terms of how they will accept  
services and what services they need. They are also taking  
leadership and responsibility for managing the programmes that 
seek to serve them.

In country after country, key populations—sex workers,  
gay men and other men who have sex with men, people who  
inject drugs and transgender people—have given notice: “nothing 
about us without us.”

MAKING THE  
INVISIBLE  
VISIBLE
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Since then, key populations have increasingly advocated on and 
influenced policies that affect their lives. In 2011, Colectivo Violeta 
from Honduras brought HIV and human rights advocacy to the 
national level leading to a debate in the National Congress on the 
penal code regarding discrimination and sexual diversity. This 
resulted in amendments to the penal code to include language on 
sexual diversity, with penalties for discrimination (15).

In Latin America, with the support of the lesbian, gay, bisexual, 
transgender and intersex coalition and United Nations agencies, 
particularly UNAIDS and the United Nations Development 
Programme, transgender organizations attended the General 
Assembly of the Organization of American States and advocated 
for resolutions that demanded that countries take measures 
to prevent and sanction hate crimes (11). Since 2008, the 
Organization of American States has issued four resolutions in 
relation to human rights, sexual orientation and gender identity. 
The most recent requested the Inter-American Commission on 
Human Rights to prepare a report to determine the human rights 
situation of lesbian, gay, bisexual, transgender and intersex popu-
lations in the region (16).

Drug policy reform is moving from theory to practice thanks to 
the long-term efforts of civil society to engage with governments. 
Ahead of the United Nations General Assembly Special Session on 
the World Drug Problem in April 2016, the Global Commission 
on Drug Policy advocates for a new road map to getting drugs 
under control (1). The Commission recognizes the failure of past 
approaches based on punitive law enforcement and is advocating 
for a public health, community safety, human rights and develop-
ment-centred approach to drug policy.

COLLECTIVISM AND SELF-HELP

Throughout the world, grass-roots movements are formed when 
there is a need for solidarity, support and survival. Although many 
such HIV organizations have evolved into important national 
partners delivering significant health and social services, the 
majority are small, have only local scope and struggle for survival. 
Their movements are based on peer-to-peer HIV services, often 
delivered in the face of indifference or hostility.

The TLF Sexuality, Health and Rights Educators Collective in the 
Philippines has strengthened community capacity and successfully 
advocated with local policy-makers to extend the reach of HIV 
services for gay men and other men who have sex with men (17). 
In the Dominican Republic, Centro de Orientación e Investigación 
Integral worked successfully with law enforcement to combat 
harassment of gay men, other men who have sex with men and 
transgender people as a strategy to improve access to medical 
services (17).

Sex worker collectives in many parts of the world have organized 
themselves to overcome some of the consequences of punitive 
legal and policy environments. In India they have worked with 
the police and the community to reduce levels of violence against 

WHY KEY POPULATIONS MATTER

Some people are particularly vulnerable to HIV. Gay men and 
other men who have sex with men are 19 times more likely to 
be living with HIV than other people in the general population. 
People who inject drugs have a 28 times higher HIV prevalence 
than the general population. HIV prevalence among sex workers is 
12 times greater than the general population. Transgender women 
are 49 times more likely to be living with HIV than other adults of 
reproductive age (9).

At a time when globally new HIV infections are falling, estimation 
data for 2010–2013 on new infections among people who inject 
drugs, men who have sex with men, and sex workers and their 
clients show that although there has been a slight decrease in the 
number of new infections among people who inject drugs,  
overall the number of new infections among key populations 
remains relatively steady. The proportion of estimated new infec-
tions among these populations is around 30% globally. In 88  
out of 159 countries, over 50% of estimated new infections are 
among key populations.

TRUE PARTICIPATION WORKS

The motto of “nothing about us without us” has helped to empower 
key populations to organize, develop capacity and join forces in 
the AIDS response. Strengthened by this, key populations have 
also made advancements on their health, welfare and rights prior-
ities beyond HIV. In South Africa, sex workers are now central 
to policy formation as part of the National Sex Work Technical 
Working Group, which developed the National Strategic Plan for 
HIV Prevention, Care and Treatment for Sex Workers (10).

As a result of advocacy by the transgender community in El 
Salvador, health care for transgender people was incorporated into 
the National Strategic Plan for the Prevention, Care and Control of 
HIV and STIs (2011–2015) (11). Health care includes sexual and 
reproductive health services, such as hormone therapy, quality-as-
sured through training of health-care workers and supported by 
technical guidelines (12) and non-discrimination laws (13).

Key populations have also helped to shape international guidance 
for countries on programming for key populations. The partic-
ipation of people living with or affected by HIV has improved 
the AIDS response in all aspects of programming and policy. For 
example, the 2012 revision of the UNAIDS sex work guidance 
note (14) was strengthened considerably by the involvement in the 
advisory group of representatives of organizations affiliated with 
the Global Network of Sex Work Projects.

ADVOCACY AND ACTIVISM

Frustration and anger about government inaction saw gay men 
and others forge a new style of AIDS activism that was overtly 
political, confrontational and visible in the 1980s. The AIDS 
Coalition to Unleash Power (ACT UP) explicitly stated the 
connection between government neglect and homophobia (14).
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IN MEMORIAM

ROBERT CARR
23 February 1963–10 May 2011

Robert Carr was a passionate human rights defender of 

people living with HIV and marginalized communities, 

particularly gay men and other men who have sex with men, 

transgender people, sex workers and people who use drugs. 

Robert CarrÕs advocacy began in 2000 in his native 

Jamaica, where his work focused on ending stigma and 

discrimination against people living with HIV. He was a 

national leader, becoming the Executive Director of  

Jamaica AIDS Support for Life in 2002, and he was a 

founding member of the Caribbean Vulnerable  

Communities Coalition, one of the first Caribbean organiza-

tions to focus on issues related to the rights and needs of 

sexual minorities. 

Robert Carr was a member of the UNAIDS Reference Group 

on HIV and Human Rights, the Global Forum on MSM & 

HIV and a number of other HIV and human rights groups 

in the Caribbean. He dedicated his life to bringing about 

the change he believed was so urgently needed, both in his 

region and beyond. When asked at the International AIDS 

Conference in 2010 what he was fighting for, he simply 

replied, Òjustice.Ó 

When Robert Carr passed away in 2011, he was Director of 

Policy and Advocacy with the International Council of AIDS 

Service Organizations in Toronto, Canada.

He lives on through the Robert Carr Fund for Civil Society 

Networks, which was launched in 2012 during  

the International AIDS Conference as a tribute to him  

and his work.  
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Transgender communities are often most marginalized in 

the response to HIV. Needless to say, this has exacerbated 

HIV and the risk of gender-based violence. There are a 

number of unique factors that shape HIV vulnerability for 

transgender women, such as the likelihood of performing 

sex work, family rejection, lack of access to gender-affirming 

care and criminalization of gender-diverse identities. I have 

born witness to the death of so many transgender women, 

and I continue this fight not only for HIV programming for 

transgender women but also for the equitable resources 

to create an enabling environment for myself and other 

transgender women.

The biggest lesson for me as a transgender woman and 

activist over the past 15 years is that inappropriate, or 

exclusion from, HIV and gender-affirming care further fuels 

the epidemic among transgender women. One particular 

example to mention is that the inclusion of transgender 

women in programmes for men who have sex with men was 

A SHIFTING 

NARRATIVE

LEIGH ANN VAN DER MERWE 
Coordinator, SHE, Social, Health and  
Empowerment Feminist Collective of  

Transgender and Intersex Women of Africa

not useful (or even appropriate) for transgender women. If 

anything, it really misplaced the health needs of transgender 

women. One big lesson to take from this is that transgender 

women, like any other key population, should be at the 

centre of the response. Further to that, the criminalization 

of diverse gender identities and sex work continues to 

hamper HIV programming for transgender people. I have 

learnt that there needs to be radical policy change and 

political commitment towards social justice and change for 

transgender women.

My biggest hope for the future is scientific advances in HIV 

prevention. I am also hopeful about the shifting narrative 

for myself and my community around acceptance, love 

and sisterhood with women in all their diversity. I sincerely 

hope that the next development framework will stray from 

heterosexual and gender-normative language and practice 

and will encapsulate the issues of all women.  
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sex workers; they have also established health and social services 
for themselves and their families (18, 19). The VAMP collective 
that grew out of the work of the nongovernmental organiza-
tion SANGRAM in Sangli, India, established housing and other 
services for the children of deceased sex workers (18, 19). In 
Mysore, India, sex workers opened a restaurant to provide further 
employment and boost the self-esteem of the community (20).

ACCESS TO SERVICES AT SCALE

Key population programmes have been taken to scale predomi-
nantly in Asia and Latin America and constitute the majority of 
these countries’ investments in HIV prevention. 

Nearly 2500 sites in India offer HIV services to key populations. 
China has increased programmes for gay men and other men who 
have sex with men and people who inject drugs. In sub-Saharan 
Africa, programmes for key populations are mainly for female 
sex workers along transport corridors and capital cities; however, 
owing to widespread denial, stigma and discrimination, lack of 
political commitment and insufficient investment, programmes 
for sex workers have not been scaled up or expanded to reach 
other key populations. In 2013, the United Republic of Tanzania 
became the first sub-Saharan African country to launch a national 
methadone programme. The greatest increases in needle and 
syringe programmes have been seen in Australia, the Islamic 
Republic of Iran and Malaysia, where provision has nearly doubled 
since 2012. Malaysia has recorded the greatest scale-up in the 
provision of opioid substitution therapy in prisons, rising from a 
single institution in 2012 to 18 prisons in 2014 (21).

Many countries have had great success in developing and imple-
menting these services, often integrating them with other services. 
Success has been uneven, however, and programmes and services 
need to become a reality for key populations in all countries.

RECOGNIZING GENDER IDENTITY

Although sexual orientation is now becoming a familiar concept 
everywhere, gender identity remains a complex issue for many 
people to understand. Failure to recognize gender identity as more 
than a person’s assigned identity at birth can leave the identity 
of transgender people invisible in the eyes of the law and the 
government. Gender identity is not a protected status in binding 
international human rights instruments, but there has been legal 
reform in many high-income countries and recognition of a third 
gender in a number of countries in South Asia.

Nepal recognized a third gender in 2007 (22) when the Supreme 
Court ordered the Nepalese Government to abolish all laws that 
discriminated on the basis of sexual orientation or gender identity. 
In 2015, Nepal introduced a third gender for passports (23). In 
November 2013, Bangladesh recognized a third gender (24), as did 
India in April 2014 with the Supreme Court’s landmark ruling (25).

In Latin America, Argentina approved the Gender Identity and 
Comprehensive Health Care for Transgender People Act in 
2012, which gives transgender people the right, without a clinical 
diagnosis, to request that their recorded sex, first name and image 
be amended to match their self-perceived gender identity—the 
first country in the region to do so (9). Uruguay passed a gender 
identity law in 2007 (26) and developed specific affirmative  
actions, including a social card for transgender people, enabling 
some 600 people to access basic services at no cost, while the 
Ministry of Labor granted a tax reduction of 2% for companies 
employing transgender people. The Uruguayan Government 
programme “My first work experience” reserves 2% of positions 
for transgender people.

NETWORKING FOR SOLIDARITY

Networks of key populations have helped to increase attention and 
exposure to issues at national and international forums. This has 
increased solidarity among networks, sharpened advocacy focus 
and given strength in numbers.

But working globally has not been enough. Regional networks, 
such as the Asia–Pacific Transgender Network, the Latin 
American and Caribbean Network of Transgender People, African 
Men for Sexual Health and Rights, the Caribbean Vulnerable 
Communities coalition and the Eurasian Harm Reduction 
Network, have emerged to focus policy advocacy in regional 
structures such as the African Union, the Economic and Social 
Commission for Asia and the Pacific and the Organization of 
American States.

LEGAL HURDLES

Punitive laws continue to criminalize people in countries all 
around the world. In all regions, people experience stigma and 
discrimination because of their sexual orientation or gender 
identity. Often, even the perception of non-conforming sexuality 
or identity puts people at risk. This leads to a climate of fear, which 
can deter people from seeking and adhering to HIV prevention, 
treatment, care and support services.

2012

2012

For the first time, a majority of people eligible for  

HIV treatment (54%) are receiving it.

United States Federal Drug Administration 

announces approval of HIV-negative people taking 

PrEP to prevent sexual transmission of HIV.
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The adoption of new restrictive legislation on same-sex sexual 
relations in Nigeria and Uganda (27, 28) has resulted in some 
outreach organizations and health service providers ceasing or 
reducing the scope of their activities as a direct result of fear of 
harassment or prosecution. A study of gay men and other men 
who have sex with men in Nigeria found that reports of fear and 
avoidance in seeking health care significantly increased after 
legalization of the Same Sex Marriage (Prohibition) Act. This 
had a direct impact on the health outcomes of this key popula-
tion, diminishing uptake of HIV prevention, treatment and care 
services (29).

Drug use, sex work and consensual adult same-sex sexual rela-
tionships should be decriminalized. For example, modelling of the 
influence of structural determinants shows that decriminalization 
of sex work would have a significant effect on the course of HIV 

epidemics across all settings, averting 33–46% of HIV infections  
in the next decade (30).

VIOLENCE AND INTIMIDATION

Gay men and other men who have sex with men continue to report 
high levels of physical, psychological or sexual violence. Often 
such acts of violence are committed or condoned by officials and 
authorities, including those in law enforcement (31). This leads to a 
climate of fear that further fuels human rights violations, including 
killings, rape, physical attacks, torture, arbitrary detention and 
discrimination in employment, health and education (32).

Around the world, transgender people experience very high levels 
of physical and sexual violence and hate crimes, including murder. 
In health-care settings, transgender people often face stigma and 
maltreatment, including refusal of care, harassment, verbal abuse 

2012

2012 July

The International AIDS Conference returns to the USA.

All African Games held in Maputo, Mozambique, at 

which a zero discrimination campaign is launched.
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and violence (33). A qualitative study in San Francisco, United 
States of America, showed that when transgender women had 
negative or transphobic experiences in the health-care system, 
they were reluctant to seek HIV testing, fearing that a diagnosis 
of HIV would require additional interaction with health-care 
providers (34).

Where sex work is criminalized, sex workers face increased 
violence and reduced rights. A 2010 change in the law criminal-
izing sex work in Fiji has led to round-ups, detentions, beatings 
and torture. Sex work has been driven underground, functionally 
isolating sex workers from each other and from government-sup-
ported HIV prevention services (35). A new law in Cambodia 
nominally aimed at combating human trafficking and sexual 
exploitation has negatively affected sex workers. Police have 
used the law to close brothels, effectively shifting sex workers to 
less regulated entertainment venues and street sites. Female sex 
workers report that this resulted in diminished ability to negotiate 
condom use, exposed them to further violence and reduced their 
access to services (36). Modelling also suggested that elimination 
of sexual violence alone could avert 17% of HIV infections in 
Kenya (30).

People who inject drugs are often targeted by the police for arrest 
or extortion, and the possession of a needle or syringe may be seen 
as evidence of drug use, which is a disincentive to access needle–
syringe programmes (37). Legal frameworks have also been used 
to obstruct the provision of services to people who inject drugs, 
for example when police arrest health workers supplying sterile 
injecting equipment (38).

ILL-INFORMED PROGRAMMES  

CAUSE HARM

In many countries ill-informed and non-evidence-informed HIV 
programmes cause more harm than good. Compulsory detention 
centres for people who use drugs are reportedly being main-
tained in eight countries in Asia: Brunei Darussalam, Cambodia, 
China, Indonesia, the Lao People’s Democratic Republic, Malaysia, 
Myanmar, Singapore, Sri Lanka, Thailand and Viet Nam (39).

A study in the diverse countries of Kenya, Namibia, the Russian 
Federation, South Africa, United States and Zimbabwe found that 
police confiscate and destroy sex workers’ condoms, cite condom 
possession as justification to detain or arrest people or use the 
threat of arrest to extort and exploit them. In response, some sex 
workers choose not to carry condoms, increasing their risk of HIV 

and other sexually transmitted infections. The study additionally 
found that police harassment and arrest of outreach workers limit 
their ability to distribute condoms and educate sex workers about 
safer sex practices (40). These situations endanger the health of 
both sex workers and their clients.

INVESTMENTS NEEDED

There has been a general lack of discussion on the important 
political and ethical considerations to disaggregating spending 
on key populations, making data on resource allocation to and 
investments for these populations largely inaccessible (41). Yet we 
know that the funding for harm reduction programmes outside of 
western Europe and Australia, most of which comes from interna-
tional sources, is beginning to disappear. As international funding 
for HIV programming in middle-income countries diminishes, 
domestic sources are either unable or unwilling to fill the gap. 
Specifically, among the middle-income countries with large or 
growing HIV epidemics among people who inject drugs, only 
eight report spending on programming above 10% (41).

Around the world, organizations that provide health services to sex 
workers also suffer from a lack of funding (42). Very few countries 
invest sufficiently in HIV programmes specifically for sex workers. 
Estimates suggest that only 14% of all funding for HIV services 
for sex workers and their clients comes from domestic sources in 
low- and middle-income countries (43). Even countries that report 
investing in HIV prevention for sex workers may not allocate 
funds for evidence-informed programmes.

The inadequate financing of HIV services for gay men and other 
men who have sex with men impedes efforts to reach them with 
essential services (44). Most existing investments in this popu-
lation come exclusively from international donors rather than 
national spending (45). Furthermore, even though gay men 
and other men who have sex with men typically share a dispro-
portionate burden of HIV infection, national commitments to 
respond to the HIV epidemic within this population lag behind 
those for other populations (45).

Finally, HIV responses for transgender people are nascent. 
Although transgender communities have been active in deliv-
ering services and advocating for their rights, increasing funding 
remains a challenge.
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UNAIDS reports that AIDS-related deaths are 

down 30% since their peak in 2005.

Collaboration between the Medicines Patent Pool 

and ViiV Healthcare to increase access  

to antiretroviral therapy for children.
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1 PERSISTENCE OF PUNITIVE  

LEGAL ENVIRONMENTS

Criminalization of sex work, drug use and same-sex sexual 
relationships among consenting adults in a large number of 
countries hinders reaching people at higher risk of HIV infection. 
Same-sex practices are criminalized in 78 countries and 
punishable by death in five countries and two jurisdictions. Sex 
work is criminalized in more than 100 countries. Most countries 
criminalize drug use and do not have legal environments that 
enable access to HIV and health services, including harm-
reduction services, for people who inject drugs. Punitive and 
age-restrictive laws and policies prevent young people from 
accessing a broad range of HIV-related health services. These 
include laws that govern the age of consent for HIV testing 
and access to HIV prevention, harm reduction and sexual and 
reproductive health services.

2 FEAR OF COERCION  

AND VIOLENCE

According to evidence, people who are socially marginalized or 
criminalized carry a higher burden of HIV than the general popu-
lation. Despite social transformations and the increasing visibility 
of key populations, stigma, discrimination and violence continue 
to prevail everywhere, including in high-income countries. Sex 
workers, gay men and other men who have sex with men and 
transgender people often prioritize securing a safe environment 
free from violence above asking for HIV services.

3 PROGRAMMES FOR KEY POPULATIONS 

ARE NOT TO SCALE

Coverage of HIV programmes for key populations is still not 
commensurate with disease burden. This is especially the case in 
countries where HIV prevalence among the general population 
is high. Often, policy-makers either deny the existence of key 
populations or underestimate their size and overlook the design of 
programmes. This then translates into inadequate investment and 
provision of services.

4 STIGMA AND  

DISCRIMINATION 

Key populations routinely face a large burden of stigma, 
discrimination and violence within families, workplaces, health-
care settings and communities. Despite progress in understanding 
about key populations in some places, the overwhelming majority 
of key populations face hurdles in accessing basic services and 
leading normal lives.

5 LACK OF GOOD-QUALITY DATA ON 

KEY POPULATIONS 

Data for key populations regarding their access to HIV testing 
and counselling, condom use at last sex and number of syringes 
distributed are now being periodically collected by some countries, 
but many other countries fail to do so. Data measuring access 
of key populations to antiretroviral therapy are also missing. At 
the same time, disaggregated data on the impacts of policies and 
laws, and the structural drivers of inequities and vulnerabili-
ties experienced by various key populations, are missing. Both 
quantitative and qualitative research on key populations needs to 
be expanded, but it is vital that efforts to collect and use such data 
are done sensitively and do not increase or reinforce stigma or 
discrimination.

GAPS AND CHALLENGES 

TODAY
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ACTIONS FOR THE

FUTURE

1 SUPPORT KEY  

POPULATION LEADERSHIP 

Building leadership in communities requires long-term investment 
but leads to a good return. By strengthening community systems 
and by bolstering the role of key populations and communi-
ty-based organizations in the design, delivery and monitoring  
and evaluation of programmes, investments will become more 
efficient and will deliver better-quality services, resulting in  
better outcomes.

2 ENGAGE WITH NEW PARTNERS  

TO REACH THE UNREACHED  

AND INVISIBLE 

With ubiquitous coverage of mobile connectivity, the traditional 
modes of reaching key populations no longer have the optimal 
reach. Digital information and communication technologies have 
changed the way in which people meet their sexual partners, and 
sex workers and gay men and other men who have sex with men 
are increasingly using online channels to connect with each other 
and clients. Partnerships with the providers who bring together 
key populations are essential to ensure that HIV services are also 
available and are used. Such partnerships can also help to bring 
innovation in the choice of services.

3 PROMOTE EVIDENCE-INFORMED  

HIV PROGRAMMES FOR  

KEY POPULATIONS 

HIV services for key populations are often not evidence-informed. 
Policy-makers often conflate emotive issues such as sex work with 
trafficking, harm reduction with interdiction, and consensual 
same-sex sexual relationships with child sex abuse or paedophilia.  
This damaging practice of treating two distinct concepts as if  
they were one produces misunderstandings that cause more  
harm than good. It is necessary that communities, service 
providers and policy-makers work together and agree on 
evidence-informed programmes.

4 EMBRACE INNOVATIONS AND  

ADAPT THE RESPONSE 

The AIDS response is constantly evolving into new and exciting 
phases characterized by their own challenges. Innovative testing 
and service delivery models are now being developed with 
communities at the centre. New biomedical methods such as 
pre-exposure prophylaxis are entering the roll-out and scale-up 
phases in many communities, and social media is becoming 
ever more central to people’s lives. The AIDS response needs to 
continue to evolve with both the epidemic and society.

5 DATA REVOLUTIONÑMAKE KEY 

POPULATIONS COUNT

Solid evidence is the basis of a sound AIDS response. We have to 
measure what we treasure and make everybody count. Better data 
collection and analysis will help to provide HIV services in a more 
cost-effective way. Involving communities of key populations in 
data collection, analysis, monitoring and evaluation will help to 
generate quality data in a sensitive, non-dicriminatory way and 
tailor services to their needs. 
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OUR  
FUTURE

CHILDREN LIVING WITH HIV FACE ADDITIONAL 

CHALLENGES TO ENSURE THEIR HEALTH 

AND WELL-BEING AS THEIR ACCESS TO HIV 

SERVICES DEPENDS ON OTHERS: PARENTS, 

HEALTH-CARE PROVIDERS, TEACHERS AND 

LEADERS. WHEN CHILDREN AND YOUNG 

PEOPLE RECEIVE THE CARE THEY NEED, 

THEY BOUNCE BACK QUICKLY AND THRIVE, 

REMINDING US AGAIN WHY INVESTMENT 

IN THEM IS SO VALUABLE. 
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CHILDREN AND YOUNG PEOPLE
AT A GLANCE

5 LESSONS 
LEARNED

The AIDS response 

works for  chi ldren 

and young people 

when we:

1.
Support  family-

centred care and 

bui ld resi l ient 

communit ies .

2.
Invest  in  chi ldren 

and young  

people l iv ing  

with HIV.

3.
Include al l  the 

people in  their 

l ives and ensure 

mothers Õ  health.

4.
Give the space 

to young people 

l iv ing with HIV to 

transform  

the response.

5.
Remove secrecy 

and st igma 

regarding HIV.

03
GALVANIZING POLITICAL 

COMMITMENT.

04
DRIVING RESEARCH AND 

DEVELOPMENT INTO BETTER 

MEDICINES AND DIAGNOSTICS.

 

05
EMPOWERING YOUNG PEOPLE, 

WOMEN AND COMMUNITIES TO 

DEMAND HIV SERVICES.

01
IMPROVING CARE FOR 

MOTHERS LIVING WITH HIV.

02
MOTIVATING COUNTRIES TO 

MAKE A GREATER IMPACT.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE 

DATA  P O I N T
Number of new HIV infections in children, global, 2000Ð2014
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5 ACTIONS FOR  

THE FUTURE

01
Rethink and innovate HIV  
testing and child- and young  
people-friendly treatment.

02
Smart integration of HIV services 
with other health services.

03
Keep mother–baby pairs  
connected to care.

04
Make breastfeeding safer  
in the context of HIV.

05
Listen and respond to the  
voices of young people.

5 GAPS AND CHALLENGES 

TREATMENT ACCESS AND OPTIONS.

LOSS TO FOLLOW-UP.

DISCLOSURE.

FAILURE TO PRIORITIZE CHILDREN 

AND YOUNG PEOPLE.

STIGMA AND DISCRIMINATION.

5 MILESTONE MOMENTS 
THAT INFLUENCED  

THE AIDS MOVEMENT 

OCTOBER 2000

The first recommendations for using 
antiretroviral medicines to prevent mother-
to-child transmission of HIV are issued by 
the World Health Organization (WHO) (1). 
They include recommendations on infant 
feeding. In 2002 the United Nations issues a 
comprehensive approach based on four prongs 
to address the prevention, care, treatment and 
support needs of pregnant women, mothers, 
children and families (2).

JUNE 2011

The Global plan towards the elimination of 
new hiv infections among children by 2015 and 
keeping their mothers alive is launched. By 2014 
coverage for antiretroviral medicines to prevent 
mother-to-child transmission of HIV in 21 
Global Plan high-priority countries reaches 77% 
[71–82%].

JULY 2013

Revised guidelines are published by the World 
Health Organization to adopt a prevention of 
mother-to-child transmission of HIV approach 
pioneered by Malawi, called Option B+, offering 
lifelong HIV treatment to pregnant women 
living with HIV.

Improving partnerships between stakeholders.

Supporting young people to find their voice in  
political advocacy.

Pushing for bold targets and ambitious plans.

Innovating in diagnostics, treatment, data collection 
and measurement.

Building more responsive technical assistance struc-
tures and processes.

MAY 2015

The United States Food and Drug 
Administration tentatively approves lopinavir/
ritonavir in the form of small oral pallets. 
This improved formulation of antiretroviral 
medicines, developed by the Indian generic 
pharmaceutical company Cipla, will make it 
easier for infants and young children living with 
HIV to take treatment.

JUNE 2015

Cuba is certified as having eliminated new 
HIV infections among children, the first 
country in the world to do so. In order to 
receive certification from the World Health 
Organization, a country must have an HIV 
transmission rate of less than 5% of live births 
among breastfeeding populations, and less than 
2% among non-breastfeeding populations, in 
addition to other requirements. Medical care for 
pregnant women and access to HIV tests must 
exceed 95% and antiretroviral treatment must 
be available for 95% of pregnant women living 
with HIV (3).

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE  
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All mothers want to give birth to children who are healthy. Yet 
many are unable to do so, at great risk to themselves and to their 
babies, because they are unable to access comprehensive antenatal 
and postnatal care. When such care has been made available, 
both child mortality and maternal mortality have fallen. Access 
to services to prevent mother-to-child transmission of HIV has 
saved the lives of mothers and their children. The first milestone 
on the way to ending the AIDS epidemic is to eliminate new HIV 
infections among children. Some countries have already done this. 
Others are almost there.

Ebube Sylvia Taylor turns 16 this year. She is the head girl of her 
school and looking forward to her senior examinations next year. 
What her future brings is unknown, but already she has made 
quite an impact. Five years ago Ebube travelled to New York 
with her mother to address the 2010 United Nations Millennium 
Development Goals Summit.

“No child should be born with HIV,” she urged the world leaders 
who gathered to review the progress made towards achieving the 
Millennium Development Goals by 2015. “No child should be an 
orphan because of HIV; no child should die due to lack of access to 
treatment.” Who could disagree with her statement?

At that time, progress on preventing HIV among children was 
far from good enough. Although the power of antiretroviral 
medicines for prevention of mother-to-child transmission was well 
known, too many children were acquiring HIV and many of their 
mothers were dying due to a lack of treatment.

Ebube was born in Nigeria, where an estimated 380 000  
[350 000–410 000] children aged 0–14 years are living with 
HIV (4). Most of these children acquired HIV while they were 
developing in the womb, during their birth or while they were 
breastfeeding. But thanks to her mother being able to access 
prevention of mother-to-child transmission services, Ebube was 
born HIV-free. She is now an active peer counsellor, educating her 
friends and classmates about HIV.

In South Africa, Florence Ngubeni-Allen was not so lucky. She 
vividly recalls giving birth to her beautiful daughter, Nomthunzi, 

17 years ago. She narrates how they both became ill and then both 
tested positive for HIV. She recalls how Nomthunzi held on for 
several more weeks, but there were no antiretroviral medicines 
available for children at that time in South Africa. In February 
1997, only a few months after the sudden death of Florence’s 
husband, her daughter slipped away at just five months old. Since 
then, Florence has dedicated herself to helping other mothers 
living with HIV to know and understand their status to protect 
themselves and their children

In 2014, 220 000 [190 000–260 000] mothers around the world 
suffered similar anguish as their children were newly infected with 
HIV, many of them in South Africa. Now the risk of HIV trans-
mission can be cut from as high as 40% to less than 5% among 
breastfeeding populations and to 2% among non-breastfeeding 
populations. There are technologies to keep children safe from 
HIV, with many countries using these tools effectively. Globally in 
2014 the risk of mother-to-child transmission of HIV decreased 
to 15%, compared with 28% in 2009. Among the highest-burden 
countries, new HIV infections declined by 48% during that time. 
And joy returned to Florence's life—she is remarried and the 
mother of two happy boys.

Today it is known that eliminating all new HIV infections among 
children is feasible, and there is consensus that this goal should be 
an urgent worldwide undertaking. Concerted financial, political 
and societal commitment is needed to realize the goal of all future 
generations of children being AIDS-free.

Since 2013 WHO has recommended that all pregnant women 
diagnosed with HIV and all children aged under five years living 
with HIV should have access to good-quality life-saving HIV 
prevention and treatment services (12). Although we still have a 
way to go, it has already been a remarkable journey to get this far.

BUILDING ON EARLIER YEARS

Three of the Millennium Development Goals relate to improving 
maternal and child health. When the Millennium Development 
Goals were agreed, there were 500 000 new HIV infections 
each year among children under 15 years of age. Prevention 

CHILDREN 
FIRST

A promise to keep
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of mother-to-child transmission programmes in resource-rich 
countries saw new infections among children drop significantly (5, 
6). The United States of America had begun prevention of mother-
to-child transmission programmes in 1994, as soon as clinical 
trials showed their impact. Brazil started in 1996 and began 
manufacturing its own medicines (7). Many other high-income 
countries rolled out antiretroviral medicines to prevent mother-
to-child transmission. The picture was much bleaker elsewhere, 
however, where medicines were unaffordable and out of reach.

Implementation challenges for donors, governments and health 
practitioners posed more questions than answers. How should 
HIV counselling and testing for pregnant women be conducted? 
How can confidentiality be assured in a crowded health facility? If 
a woman tests positive for HIV, what options are available for her? 
What should women who cannot afford infant formula do? Are 
there risks to health-care providers?

BREASTFEEDING

Scientific evidence indicated that 10–20% of infants may acquire 
HIV through breastfeeding, depending on duration and other risk 
factors. Finding a way to prevent HIV transmission while  
allowing breastfeeding became crucial. In many parts of the world 
breastfeeding is vital for infant nutrition and to prevent other 
common serious infections. In many places with poor sanitation, 
feeding with formula rather than breastfeeding can be just as 
threatening to a baby’s well-being as HIV infection—in either case, 

the result can be early death. Also, infant formula is not always 
affordable or available.

WHAT STOPS MOTHER-TO-CHILD 

TRANSMISSION OF HIV?

The first effective therapy against HIV was zidovudine, used by 
adults as far back as the mid-1980s. Prevention of mother-to-child 
transmission programmes were based mainly on the findings that 
a single dose of nevirapine to the mother in labour and to the 
newborn reduced the risk of transmission of HIV by almost 50%. 
Pregnant women living with HIV were also beginning to  
use combination drug regimens for their own health. By the  
end of 2000, studies showed that when the mother received  
highly active antiretroviral therapy during pregnancy, these 
combination medicines reduced the likelihood of the woman 
transmitting the virus to her child to significantly lower levels than 
with zidovudine alone. WHO published its first recommendations 
on the use of antiretroviral medicines to prevent mother-to-child 
transmission of HIV in 2000 (8). These guidelines would continue 
to be updated as scientific understanding of the effect of antiretro-
viral medicines evolved.

FUNDING FINALLY GROWS

In 2000 there was still not enough money to buy the medicines or 
implement services to get them to the women and children who 
needed them. The global community, countries and civil society 
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began to mobilize funding. The Government of the United States 
launched the International Mother and Child HIV Prevention 
Initiative in 2002. Before long, it expanded into the United States 
President’s Emergency Plan for AIDS Relief (PEPFAR), announced 
by President George W. Bush during his 2003 State of the Union 
address. PEPFAR changed the landscape of HIV service delivery 
and began goal-setting with ambitious targets, aiming to reach 
80% of pregnant women in the countries most affected by HIV 
where it had HIV programmes.

A HALTING START

On the ground, prevention of mother-to-child transmission 
services began to be rolled out by the United Nations Children’s 
Fund (UNICEF) as modest pilot projects in 11 countries. 
Comprehensive research into operations by the international 
nongovernmental organization Population Council began to give 
insights into the implementation challenges. In Botswana, studies 
found that pregnant women were willing to be tested for HIV, but 
adherence to antiretroviral medicines was low. In Kenya, progress 
was hampered by a lack of training among nonclinical staff, and 
there was a perception that including prevention of mother-to-
child transmission services within mother and child health  
clinics required extra effort. In India, there were problems with 
referrals and linkages in the care continuum. In Zambia, the 
importance of communicating with communities to reduce risk 
was demonstrated (9).

Given these implementation challenges, it was not surprising 
that the pace of uptake was slow in the early stages. By 2005 only 
17% of pregnant women living with HIV globally were receiving 
antiretroviral medicines for prevention of mother-to-child 
transmission (10). This was despite political commitment at the 
highest levels.

HIGH-LEVEL ENGAGEMENT

The landmark 2001 United Nations General Assembly Special 
Session on HIV/AIDS had endorsed a declaration of commitment 
that included the proposal to reduce the proportion of infants 
infected with HIV by 20% by 2005 and by 50% by 2010. This target 
failed to attract significant global traction, but small steps did 
begin with earnest.

Two actions were identified: first, ensuring that 80% of pregnant 
women accessing antenatal care had information, counselling 
and other HIV-prevention services available to them; and second, 

increasing the availability of, and providing access for women 
living with HIV to, effective medicines to reduce mother-to-child 
transmission of HIV, as well as effective programmes for women 
living with HIV, access to treatment, especially antiretroviral 
therapy and, where appropriate, breast-milk substitutes and 
provision of a continuum of care.

The declaration was not legally binding and the 2005 target was 
not met. Yet it represented what countries agreed should be done 
and where their commitments lay. In this way, the declaration was 
a tool to guide and secure action, pledges, support and resources 
for everyone involved in the AIDS response, both within and 
outside national governments (8).

The international community made a number of other political 
and financial commitments to prevention of mother-to-child 
transmission. At the Group of Eight (G8) summit in Gleneagles in 
the United Kingdom of Great Britain and Northern Ireland, held 
in 2005, leaders committed to work “with the aim of an AIDS-free 
generation in Africa”. At the United Nations 2005 World Summit, 
Member States reaffirmed their commitment to fully implement all 
the goals in the 2001 Declaration of Commitment on HIV/AIDS 
and later met in 2006 to review and renew those pledges.

MOMENTUM BEGINS

In 2006, UNITAID began to fund the supply of paediatric  
antiretroviral medicines and diagnostics to governments. 
UNITAID worked with the Clinton Health Access Initiative to 
acquire commodities for paediatric HIV. The Clinton Health 
Access Initiative also negotiated lower prices of antiretroviral 
medicines for children.

By the end of 2006, 71 countries were implementing national 
prevention of mother-to-child transmission programmes and  
had defined country-specific policies and strategies (6). Some  
45% of these countries had national scale-up plans with clearly 
defined population-based targets and time-bound benchmarks. 
Country-level efforts to scale up prevention of mother-to-child 
transmission and paediatric HIV care and treatment began to 
change dramatically. There was a growing momentum built on 
increased leadership, country ownership and enhanced donor and 
partner commitment.

In 2010 PEPFAR established prevention of mother-to-child 
transmission acceleration plans for six countries with high levels 
of mother-to-child transmission of HIV: Malawi, Mozambique, 

2013

2013

UNAIDS and leading medical journal The Lancet have convened a  

new commission of political and health leaders to explore  

the post-2015 agenda of AIDS and global health.

Stocktaking report on children and AIDS raises 

concerns about increases in AIDS-related deaths 

among adolescents.
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Often there is debate about the merits of prevention versus 

treatment or mitigation. In Rwanda we decided to embrace 

a holistic approach, in order to make a real difference in the 

response to HIV. I wish to share some of the approaches 

that have yielded results for us. The Imbuto Foundation, 

which I started 14 years ago, has contributed to these 

results in various ways.

Prevention 

HIV-positive pregnant women and their children have 

access to prevention of mother-to-child transmission of  

HIV (PMTCT) services in 85% of our health facilities. 

The Imbuto Foundation decided to add value to the 

existing PMTCT programme through our Family Package 

programme. Family Package offers a comprehensive 

package of PMTCT-plus services to families affected by HIV, 

including psychosocial support, economic empowerment 

and peer education. 

The Treat Every Child as Your Own campaign, spearheaded 

by African First Ladies through the Organisation of African 

First Ladies against HIV/AIDS, has contributed to the 

response to HIV. This campaign was introduced in 2004  

to rekindle traditional African values to care and protect  

for the communitiesÕ children. We learned that our own 

cultures offer us wisdom that is applicable for managing 

different challenges. 

We drew on our culture of collective responsibility for 

children and raised awareness among our communities. 

Care and treatment 

The number of HIV testing and treatment sites increased 

in the last 10 years; 456 out of 502 health centres were 

equipped to provide comprehensive HIV services. The 

Imbuto Foundation has also contributed to universal health 

coverage for Rwandans, through the Mutuelle de sant� 

project (community-based health insurance). In partner-

ship with the Global Fund to Fight AIDS, Tuberculosis and 

Malaria, we were able to improve financial accessibility 

to health care for 1 000 000 people living with HIV and 

orphans from 2006 to 2010. 

Gender plays a major role in the levels of HIV vulnerability. 

The Isange One Stop Centre is proving to be a useful model 

in responding to gender-based violence. ÒIsangeÓ, which in 

Kinyarwanda translates to Òfeel at homeÓ, was initiated in 

2009 by the Imbuto Foundation and partners, to synergize 

existing but scattered efforts, in order to support victims of 

violence in a more holistic manner. The centre is typically 

located in existing hospitals, with trained personnel in each 

of the relevant areas of expertise, including social workers, 

medical doctors, lawyers, mental health workers and judicial 

police officers.

Impact mitigation 

Poverty and HIV are interlinked; therefore, we need to 

provide economic opportunities for young women and 

girls, to pull them out of the harsh snares of poverty. We 

must not perpetuate the cycle of poverty by reproducing 

financially insecure women across generations. At the 

Imbuto Foundation we initiated a campaign to promote 

girls' education 10 years ago. The aim of this initiative is to 

motivate girls to excel at school and therefore access better 

economic opportunities. 

As 2015 draws to a close and with that the Millennium 

Development Goals, we can see the progress that has  

been made; but the fact is HIV still remains a real threat  

to our lives. We have managed to provide care and 

treatment to keep many HIV-positive people alive, but  

we must be responsive and adapt to the changing nature  

of the disease. Every step, every breakthrough, represents  

a chance and a renewal of hope for people living with HIV. 

For their sake, let us keep the momentum going so that we 

are constantly winning.  

GIVING OUR ALL  

TO FIGHT AIDS

JEANNETTE KAGAME
First Lady of Rwanda
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Nigeria, South Africa, United Republic of Tanzania and Zambia. 
An additional US$ 100 million, on top of existing 2010 PEPFAR 
funding, was allocated to fund plans, targeting bottlenecks to 
expanding services.

As the scale-up started, scientists were learning even more effective 
ways of stopping mother-to-child transmission of HIV. By now, 
the use of highly active antiretroviral therapy during pregnancy 
by mothers living with HIV effectively reduced HIV transmission 
to less than 2% among non-breastfeeding populations. Services 
still did not reach low- and middle-income countries at the levels 
required to control the paediatric epidemic, however.

EVOLUTION OF THE WORLD HEALTH 

ORGANIZATION GUIDELINES FOR 

PREVENTION OF MOTHER-TO-CHILD 

TRANSMISSION OF HIV

The first guidelines for the use of antiretroviral medicines for 
treating pregnant women and preventing HIV infection in infants 
were issued by WHO in 2000 and included recommendations on 
infant feeding. In 2002, the United Nations produced a compre-
hensive approach based on four prongs to address the prevention, 
care, treatment and support needs of pregnant women, mothers, 
children and families (8).

In 2004, WHO revised its recommendations with a focus on 
simplification and standardization. The guidelines were updated 
further in 2005 to reflect the emerging scientific evidence and 
programmatic experience from countries. The guidelines adopt a 
public health approach to ensure access to high-quality services 
at the population level, striking a balance between the best-
proven standard of care and what is feasible on a large scale in 
resource-constrained settings (11). A further revision of the 
guidelines in 2006 incorporated new evidence and aligned with 
the global commitment to universal access.

The landscape was changed with the 2010 revision of the guide-
lines. Based on studies that had identified the most optimal timing 
of antiretroviral therapy, the guidelines recommended that women 
begin treatment when their CD4 count fell below 350 cells/mm3 
instead of the earlier recommendation of 200 cells/mm3, thus 
reaching them before their immune system becomes too damaged.

The results of the more effective treatment regimens led to the 
recommendation of offering pregnant women a combination of 
antiretroviral medicines, known as Option A and Option B. It was 
also recommended to begin phasing out single-dose nevirapine in 
favour of the more efficacious regimens of Option A and Option 
B and that all children under the age of two years living with HIV 
should commence treatment.

These were sweeping changes and gave hope to the idea that it was 
feasible to end mother-to-child transmission of HIV. This hope 
galvanized the political action that accelerated the Global Plan 
towards the elimination of new HIV infections among children by 
2015 and keeping their mothers alive (Global Plan).

Since 2013 WHO has recommended that all pregnant women 
living with HIV and all children under the age of five years living 
with HIV should have access to good-quality life-saving HIV 
prevention and treatment services (12).

A GLOBAL PLAN TO KEEP MOTHERS  

ALIVE AND INFANTS HIV-FREE

There was now a consensus among scientists and implementers 
that an end to new paediatric HIV infections was within sight. 
In 2009, UNAIDS Executive Director Michel Sidibé called for 
the virtual elimination of mother-to-child transmission of HIV 
by 2015 at a board meeting of the Global Fund. “This is a moral 
imperative,” he said (13).

The four-prong strategy continued to provide a road map that 
withstood the test of time. In helping women to remain HIV-free, 
helping women who acquire HIV to avoid unintended pregnancies 
and providing antiretroviral medicines for pregnant women living 
with HIV and their children, countries can make great gains. This 
awareness, coupled with an improving funding environment and 
political goodwill, led to the launch of the Global Plan.

The preparatory work on the Global Plan began in 2010, with 
the development of a business case that examined the feasibility 
of its ambitious goals. The Global Plan was developed through a 
consultative process by a high-level Global Task Team convened by 
UNAIDS and co-chaired by UNAIDS Executive Director Michel 
Sidibé and United States Global AIDS Coordinator Eric Goosby. 
It brought together 25 countries, 30 civil society and private sector 
networks of people living with HIV and international organiza-
tions to chart a road map to achieving this goal by 2015.

The Global Plan, launched in 2011 by United Nations Secretary-
General Ban Ki-moon, and in the presence of President Bill 
Clinton of the United States and President Goodluck Jonathan 
of Nigeria, prioritized the 22 countries where 90% of pregnant 
women who need prevention of mother-to-child transmission 
services reside. The results have been significant. New HIV infec-
tions among children have dropped to 170 000 [150 000–200 000] 
in Global Plan focus countries, a reduction of 48% from 2009. This 
gives reason for optimism as the Global Plan moves towards its 
2015 goals of 90% reduction. In 2014 the proportion of pregnant 
women living with HIV in the focus countries who had access to 
antiretroviral medicines to reduce the risk of HIV transmission to 
their children was 77% [71–82%].

Countries have embraced the Global Plan and rallied to accelerate 
impact. By working towards the same goal, countries have an 
opportunity to exchange information and to share lessons. It has 
also helped them feel they are part of a united movement.

South Africa and Kenya report that by setting clear targets, the 
Global Plan legitimized their ambitious goals. During the last 
general elections in Kenya, the main political parties included 
ending new HIV infections among children in their manifestos. 
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I was 26 years old, and with my first pregnancy, happily 

looking forward to producing a healthy baby. I went to the 

health centre for the normal antenatal care and, as part of 

the routine, I was tested for HIV. In one minute, all my joy 

disappeared, replaced by fear and anxiety when the results 

were positive. 

My first thought was of who would take care of me. My 

mother had died of AIDS, so I knew what it could do.

The nurse advised me to share my results with my husband 

because I would need a lot of support to produce and raise 

an HIV-free baby. Let me tell you for a moment about my 

home life. I am one of my husbandÕs three wives, which 

is customary where I come from. My fear was that once I 

revealed my status, my husband would kick me out of the 

house and I would have nothing to live on. It was impossible 

to keep going to the hospital for treatment because I need 

money from him for transport. I took some time without 

medications and became extremely ill.

I gave birth to twin baby girls. The first baby developed 

an HIV-related illness, and she died at four months. At 

nine months, my other little one also became ill. She was 

admitted to the hospital and also tested positive. We took 

medication secretly because I still had not disclosed my 

status to my husband.

When mothers2mothers (m2m) came to Uganda in 2010, I 

applied to become a Mentor Mother and my life turned all 

the way around. During the first training, I learned about 

the importance of telling your family about your HIV status. 

IN HONOUR OF  

MY DAUGHTER

NALUMU VIVIEN JULIET 
Site Coordinator for 

mothers2mothers, Uganda

With m2mÕs support, I disclosed my status to my husband, 

and he and one of his other wives tested positive and were 

initiated on treatment.

More empowered than ever, I decided that I would use the 

knowledge I was giving to other women to prevent moth-

er-to-child transmission of HIV, and I delivered two more 

children, both of whom are HIV-free.

mothers2mothers has empowered me to be a role model 

and a pillar of hope in my own community. I empower other 

mothers to fight stigma and raise HIV-negative babies.

There also is something else, something bigger: mother-

s2mothers has given me the opportunity to participate 

in the global struggle against paediatric HIV, which took 

the life of my lovely baby girl. It is my hope that we can 

empower each and every mother to access the treatment 

that is vital to their healthÑand that we can achieve our 

goal of an AIDS-free generation. For my part, I do  

everything in my capacity to support and educate all  

the women in my care to ensure that no more babies are 

infected with HIV.  
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In South Africa, elimination of childhood HIV infections is in the 
African National Congress party manifesto.

The Organisation of African First Ladies against HIV/AIDS  
has been an active supporter of the Global Plan and almost  
every African first lady participates in activities for it. The First 
Lady of Kenya, Margaret Kenyatta, runs marathons to raise 
funds for mobile maternal and child health clinics and to raise 
awareness of mother-to-child transmission. She opened the 30th 
Beyond Zero clinic in Makueni County in June 2015. The First 
Lady of Uganda, Janet Kataha Museveni, has been traversing the 
country to promote treatment adherence, respond to stigma and 
strengthen service uptake.

The President of Ghana, John Dramani Mahama, a former AIDS 
worker, pays close attention to the country’s performance on the 
elimination goal, as does the President of Rwanda, Paul Kagame, 
who reviews progress through an electronic dashboard. Globally, 
countries are examining ways they can accelerate their perfor-
mance and even reach the WHO global validation criteria for 
the elimination of new HIV infections among children. Many 
countries, such as those in the Caribbean and Latin America, 
are aiming at a dual elimination strategy—eliminating both new 
paediatric infections and congenital syphilis. Other countries, 
such as China, are aiming at a triple elimination strategy, adding 
hepatitis B to the goal.

To simplify programme implementation, Malawi innovated a 
simpler approach than WHO’s Option A and Option B approach 
of providing antiretroviral medicines to pregnant women. Named 
Option B+, the idea is to provide lifelong treatment to pregnant 
and breastfeeding women living with HIV, thereby helping them 
remain healthy and protecting the next pregnancy.

Option B+ has been such a success that it has become the mainstay 
WHO recommendation since 2013. Now 11 of the 22 Global 
Plan focus countries are currently using or scaling up the Malawi 
approach, and another seven countries are piloting it (14).

In Lesotho, health-care providers have commented on how easy 
Option B+ has made service delivery for women compared 
with Option A, particularly for helping women understand the 
medicines. Health-care providers also applaud Option B+, as it is 
helping mothers to stay healthy and well.

Many of the Global Plan focus countries have removed barriers to 
increase access to services. In Kenya, maternity fees were elimi-
nated in 2013 to encourage birth in a health setting. A year  

CUBA 

BECOMES THE FIRST COUNTRY 
TO RECEIVE WORLD HEALTH 

ORGANIZATION VALIDATION FOR ENDING 
MOTHER-TO-CHILD TRANSMISSION

On 30 June 2015, Cuba became the first country in 

the world to receive validation from the World Health 

Organization (WHO) that it had eliminated mother-to-child 

transmission of HIV and syphilis as a public health concern. 

In 2013, only 2 babies acquired HIV in Cuba, and the 

country has had less than one case of congenital syphilis 

per 2000 live births over the past three decades. CubaÕs 

validation was based on a comprehensive and rigorous 

methodology developed by WHO. (40)

The process of validation comprised an in-country  

readiness review by the Cuban Ministry of Health, a  

regional assessment led by the Pan American Health  

Organization and an in-depth analysis by the Global 

Validation Advisory Committee. Three globally agreed 

tools were used to assess CubaÕs readiness, including a tool 

on human rights, gender and community engagement to 

ensure that services offered to women living with HIV meet 

human rights principles.

The Cuban health-care system is universal, easily accessible 

and free of charge. The country does not have a private 

health sector and all health services are public. The first 

case of HIV in Cuba was in January 1986. Prevention 

of mother-to-child transmission programmes in Cuba 

began in 1997. In 2014 Cuba reported <100 pregnant 

women living with HIV, and almost all of them received 

antiretroviral medicines to prevent vertical transmission. 

In 2013 Cuba reported two cases of HIV mother-to-child 

transmission. Since 1996, Cuba has produced generic 

antiretroviral medicines, reducing costs to well below those 

in developing countries.
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later, health surveys showed a 50% improvement in  
institutional delivery, improving care for the woman and her  
infant (15). Countries are grappling with integration of services 
and developing innovative solutions. South Africa is developing  
joint cascade for prevention of vertical transmission and tubercu-
losis, and Ethiopia is examining how integration is affecting costs.

The Global Plan has also led to promising examples of South–
South technical assistance as countries share best practices. Brazil 
has strengthened its collaboration with Angola and Mozambique 
in order to accelerate programming for elimination of moth-
er-to-child transmission in those countries. The Ethiopian 
Minister of Health gave support to the Namibian Minister of 
Health on community engagement, and study tours between 
the two countries were organized; as a result, a new cadre of 
health workers has been created in Namibia. Ethiopia cooperated 
similarly with South Sudan.

Recently scientists have found that children who acquire HIV in utero 
fare worse than children who acquire HIV through breastfeeding, 
raising the possibility of birth testing in order to provide treatment 
sooner (16). Other studies have shown that even if they avoid HIV 
infection themselves, children exposed to HIV in utero have higher 
morbidity and mortality, in part due to inefficient antibody transfer 
and factors impacting their caregivers (17).

CHILDREN LIVING WITH HIV

With his plea on behalf of children living with HIV, 11-year-old 
Nkosi Johnson moved a room of 10 000 delegates at the XIII 
International AIDS Conference in Durban, South Africa. “Care for 
us and accept us, we are all human beings,” he said at the conclu-
sion of his speech. “We are normal. We have hands. We have feet. 
We can walk, we can talk, we have needs just like everyone else. 
Don’t be afraid of us, we are all the same.” At the time, Nkosi was 
the longest-surviving child born with HIV in South Africa, and he 
won the support and empathy of his nation and the entire AIDS 
movement. His death, just a year later, galvanized people to act 
more decisively for children living with and affected by HIV.

In 2014 there were 2.6 million [2.4 million–2.8 million] children 
living with HIV worldwide and 150 000 [140 000–170 000] 
children under 15 years of age died of an AIDS-related illness. 
Newborns with HIV progress rapidly to AIDS unless they have 
treatment because their immune systems are immature. Half 
of newborns with HIV die before the age of two years. The vast 
majority of these deaths are preventable, either through treating 
opportunistic infections with antibiotics or through antiretroviral 
therapy.

The rights of children and young people living with HIV must 
be respected. It is important that children living with HIV are 
empowered to engage fully in ensuring their own health, partic-
ularly older children, who may need provider-assisted disclosure 
support with their parents. Assisted disclosure can help children 
understand what is going on with their bodies and why adherence 
to treatment is important.

Since 2009, children’s access to antiretroviral therapy has increased 
in all 22 focus countries of the Global Plan. Three high-priority 
countries— Botswana, Namibia and South Africa—are providing 
treatment to half their children living with HIV.

Most other high-priority countries, however, have a long way 
to go, with some providing treatment to less than 10% of their 
children living with HIV.

IDENTIFYING INFANTS AND  

LINKING THEM TO CARE

Diagnosing HIV in young children has been difficult. The default 
HIV tests detect antibodies to confirm HIV status, but infants of 
mothers living with HIV always test positive because they still 
carry antibodies from their mothers. In the early years of HIV, 
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ÒChildren should be  
the first to benefit  
from our successes  
in defeating HIV, and  
the last to suffer  
from our failures.Ó 

ANTHONY LAKE
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parents had to wait 12–18 months for the antibodies to decline 
before knowing an accurate result. By that time, many children 
had already succumbed to illness and died.

Specialized tests have been developed for children and are more 
widely available. In many low-resource countries, however, dried 
blood samples from the infants need to be transported to a central-
ized laboratory and the results sent back to the originating clinic. 
This process can take several weeks and mothers may not be able 
to return to collect the results. Analysis shows that only a third of 
children exposed to HIV receive their test result within the WHO 
recommended time period of within six weeks of birth (18).

Although still in their early stages, efforts are under way to  
decentralize infant testing and bring services closer to mothers 
through initiatives such as those of UNITAID and partners, 
providing funding to place same-day point-of-care assays in small 
health facilities (19). Research and development has also increased 
focus on infant testing.

Research has also increased on potential cures. However, the baby 
in Mississippi in the United States who appeared to have been 
functionally cured of HIV in 2013 had been in remission and the 
virus returned. Yet a positive outcome was that it motivated the 
strengthening of early infant diagnosis in order to provide prompt 
treatment and potentially reduce the size of the reservoir cells 
where HIV hides.

WIDER EFFECT ON CHILDREN

AIDS has made a huge impact on the lives of the children who live 
in communities affected by the epidemic. Over the past 15 years 
our understanding of how their needs have to be specifically 
addressed has grown.

Children born into a family affected by HIV, even those who 
are not living with HIV themselves, face side-effects from a 
demanding environment, frequently riddled with poverty,  
insecurity and violence (20).

An estimated 13.3 million [9.2 million–20.1 million] children 
had lost one or both parents to an AIDS related illness by 2014. 
Many more children live with parents who are chronically ill or 
in households that have taken in other children orphaned due to 
AIDS. Often, households are headed by children, with children 
raising children without the benefit of adult supervision to manage 
a home or care for the very young (21). These children are also at 
greater risk of contracting HIV themselves. Faith-based organiza-
tions and other charitable groups, in partnership with countries  
and with PEPFAR, have been working to provide social, psycho-
logical and economic support to these populations and to build 
resilient communities (22).

Schooling, food, clothing, basic life skills and nurturing were all 
needs that cried out for immediate attention and help.

Preschool programmes such as early childhood development are 
having a strong positive impact on the lives of children born into 

Sport has played an increasingly important role in outreach 

to young people. Programmes in all regions have leveraged 

the popularity of the pitch, court and pool to instil life skills 

and provide health services geared towards young people. 

Sports boosts fitness and morale.  

 

The Champion in Me programme run jointly by the Sneha 

Care Home and the Bangalore School Sports Foundation 

in Bangalore, India, aims to provide children living 

with HIV with sports training. Two teenagers from the 

programme competed in the 2015 Children's Olympics 

in the NetherlandsÑthe first athletes to compete in the 

prestigious event openly living with HIV. Grassroot Soccer 

coaches use the Skillz curriculum focused on healthy 

behaviours and strategies for avoiding risk and soccer 

drills to merge life and sports skills. Through sport and 

games, the Right to Play organization brings young people 

together in a safe environment. For Eradi Massawe of the 

United Republic of Tanzania, at first the activities were a 

chance to forget about living with HIV and be a child, but 

over time he learned more about staying healthy and sees 

himself as a role model for HIV treatment adherence.  

 

From cricket to football, sports superstars have engaged 

young people around issues of respect, zero discrimination 

and building knowledge about HIV prevention and 

treatment.

GO TEAM!
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families affected by HIV. There is an ongoing need for proactive 
services that reach children born into families affected by HIV 
before they show distress and disadvantage. Social protection 
programmes can provide important resources to hold families and 
communities together (20).

In recent years, governments, civil society, implementing partners 
and women living with HIV have accelerated actions and found 
new ways of doing things even better for children.

INNOVATING FROM THE GROUND  

UP AND THE TOP DOWN

Countries are continuously innovating to expand prevention 
of mother-to-child transmission services. In South Africa and 
Nigeria, mobile phones are being used to keep women informed 
and enable them to report experiences of substandard care. In 
Cameroon a 23-year-old engineering student developed an award-
winning mobile phone application for pregnant women (23). 
In Malawi, mobile communication is used to remind women to 
attend clinic appointments. Countries are also adopting electronic 
results reporting systems using GPRS, SMS and smartphones 
to reduce turn around time from infant testing to receipt of 
results (24).

Ethiopia has reinforced its public service delivery using 
community health workers and putting the delivery of decentral-
ized care into the hands of trained women—the 35 000 strong 
Women’s Development Army—who work across the country to 
provide information and services to communities (25).

FOCUS ON YOUTH

Data from 2014 show the inequity in progress towards the global 
goals of the AIDS response among adolescents. AIDS is now the 
leading cause of death among adolescents (aged 10–19 years) in 
Africa and the second cause of death among adolescents globally.

There were 220 000 new HIV infections among adolescents in 
2013, two thirds of which were among adolescent girls.  
According to estimates, adolescents are the only age group in 
which deaths due to AIDS are not decreasing—all other age groups 
experienced a decline of 41% in AIDS-related deaths between 2005 
and 2013. Much of the AIDS-related mortality among adolescents 
is due to children who were infected 10 years ago now reaching 
adolescent age.

As a commitment to address these shocking statistics, the 
President of Kenya, Uhuru Kenyatta, hosted the launch of All In!, 
an initiative by UNICEF and UNAIDS with a broad range of stake-
holders for action and collaboration to inspire a social movement 
to drive better results with and for adolescents through critical 
changes in programmes and policy. The initiative aims to unite 
actors across relevant sectors in order to accelerate reductions in 
AIDS-related deaths and new HIV infections among adolescents 
by 2020 as part of ending the AIDS epidemic for all by 2030. At the 
launch, President Uhuru Kenyatta announced that Kenya would 
lead by example by increasing domestic resources for the AIDS 
response and improving HIV prevention, treatment, essential 
health care and counselling services for adolescents.

From the beginning of the HIV epidemic, young people have been 
key actors in the HIV response, particularly at the community 
level. Their voices were seldom heard at the national level or 
taken seriously, however. In 2002, during the XIV International 
AIDS Conference, a group of youth-led organizations met to 
strategize together on how they could better participate in making 
the decisions that affect their health and lives and how to bring 
attention to young people as a vulnerable population in the HIV 
epidemic. In the lead up to the XV International AIDS Conference 
in 2004, the Youth Force was created. This coalition of youth 
organizations committed to facilitating young people’s participa-
tion in major international conferences and other decision-making 
spaces. During the United Nations High-Level Meeting on AIDS 
in 2006, many youth organizations, including Advocates for 
Youth, Global Youth Coalition on HIV/AIDS, Youth Coalition, 
CHOICE and Y-PEER, were actively involved in the negotiations 
and worked hard to ensure that young people were recognized as 
important stakeholders in the United Nations Political Declaration 
on HIV/AIDS.

By 2011 there was greater consolidation among youth organiza-
tions, more regional youth networks had been established and 
an increasing number of spaces for youth participation had been 
gained at the national and international levels.

On the ground, youth-driven programmes are working to accel-
erate the scale-up of HIV testing, treatment and combination 
prevention programmes while addressing the social context that 
creates HIV risk and vulnerability among adolescents. Even with 
limited resources, young people are increasingly involved in the 
design, implementation and evaluation of peer-based education 

2014

2013
UNAIDS Gap Report identifies 11 key affected 

populations vulnerable to HIV.

A total of 7.1 million people have access to 

antiretroviral therapy across Africa.
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ENSURING THAT 

YOUNG PEOPLE ARE 

NOT LEFT BEHIND

DANIEL TOBîN GARCêA
Youth Coalition for Sexual and  

Reproductive Rights and the PACT

I am a junior medical doctor from Colombia working at the 

community and global level to promote sexual and repro-

ductive health and rights, advocate for access to preven-

tion and treatment, and reduce stigma and discrimination 

among key populations and people living with HIV.

Growing up in the Millennium Development Goals era, 

I realized that the goals fostered greater collaboration 

between movements and countries at the global scale. The 

Millennium Development Goals also united communities to 

work towards the same targets. Progress has been made in 

many areas and has set the precedent for massive global 

collaboration; however, we still live in a world where young 

people, especially the poorest, are left behind.

In 2014, 30% of new HIV infections were among young 

people. AIDS has become the second leading cause of 

death among adolescents worldwide, and the first leading 

cause in Africa. Factors such as policies around the age of 

consent, socioeconomic inequalities and other structural 

issues have hindered equitable and universal access to 

education, including comprehensive sexuality education 

and youth-friendly health services. These determinants 

and programmes are critical to closing the equity gap in 

communities affected by HIV. To reach the end of the AIDS 

epidemic, we must aim to create an environment where 

everyone, regardless of age, sexual orientation, gender, race 

or religion, can live a healthy life.

Although young people and civil society organizations  

have had some opportunities to influence the post-2015 

development agenda, most of the determinants of young 

peopleÕs health remain ignored; additionally, the role that 

youth organizations can play in the AIDS response has yet 

to be defined.

In the past several years, the youth movement has signifi-

cantly improved its efforts to build solidarity and strate-

gically collaborate on various platforms at the national, 

regional and global levels. The PACT, a collaboration 

between 26 youth-led and youth-serving organizations 

and UNAIDS, has served as an effective platform for young 

people to define their way of working, set the agenda and 

partner with communities to accelerate progress on HIV and 

sexual and reproductive health around the world. Through 

initiatives such as ACT! 2015, young people are mobilizing 

to ensure that decision-makers follow through with the 

unfinished Millennium Development Goals and the missing 

commitments to achieve health for all in the post-2015 

development agenda.

The youth movement is ready to lead the work in ensuring 

that the voices of young people are heard and their needs 

are addressed in 2015 and beyond.  
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and support to ensure that young people, particularly those at 
higher risk of infection, have the information and skills they need 
to ensure their sexual and reproductive health and rights. Young 
people have been critical to designing youth-friendly programmes 
with innovative approaches that attract young people to HIV 
prevention and treatment services.

Research led by youth organizations, particularly qualitative 
research, is informing policy and programmes on how to tailor 
information and services to address their specific and unique 
needs. At the same time, youth organizations advocate for  
policy change to create an enabling environment for young  
people, including access to comprehensive sexuality  
education, positive health, prevention and dignity, removal of  
legal barriers, including age of consent and parental consent, 
universal access to youth-friendly information and services,  
meaningful participation of young people on decision-making 
bodies and resource mobilization.

Using social media tools and crowdsourcing technology, 
CrowdOutAIDS enabled 5000 young people from all around the 
world to produce a set of recommendations for how UNAIDS 
could move the agenda on HIV and young people forward.

Coalitions such as the PACT are leading the charge for youth-led 
and youth-serving organizations within the HIV and sexual and 
reproductive health and rights movement in partnership with the 
UNAIDS Youth Programme. Since its inception, the PACT has 
refined its strategy and developed its structure, decision-making 
and membership criteria to enhance representation, transparency 
and accountability. Based on the collaboration, several initiatives 
are now in place, including ACT 2015, the Global Fund youth 
participation tool and the Adolescent Treatment Coalition. Other 
resources include two global surveys, which gathered insights 
from young people on parental consent as a legal barrier to 
accessing services, and condom programming based on inputs 
from youth-led organizations on the ground implementing 
condom activities, projects and programmes.

2014

New Fast-Track Targets for the dramatic scale-up of HIV 

prevention and treatment programmes to end the AIDS 

epidemic as a public health threat by 2030 are announced.

2014

Global leaders commit to ending the HIV

 epidemic in cities by 2030.
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GAPS AND CHALLENGES 

TODAY

1 TREATMENT ACCESS  

AND OPTIONS

Society has a long way to go to meet the antiretroviral medicine needs 
of children and young people living with HIV. Without treatment, 
about a third of children living with HIV die by their first birthday 
and half die by their second birthday. Beginning antiretroviral therapy 
before the twelfth week of life reduces HIV-related mortality among 
children living with HIV by 75% (26).

Today’s drug formulations for the youngest children, aged zero to 
three years, are not appropriate as they are difficult to administer, 
are unpalatable to the child and comprise up to 40% alcohol  
(27). Recent tentative approval of antiretroviral medicines in  
pellet form that can be dispersed into cereals will be a huge 
improvement for children.

Young people face particular challenges to adhering to HIV 
treatment and lack support to disclose their status, and there is an 
absence of information about their sexual and reproductive health 
and rights. 

Equally important is ensuring all pregnant women living with 
HIV have access to lifelong HIV treatment. Such services must be 
integrated with regular antenatal and postnatal services. Ensuring 
pregnant women living with HIV receive antiretroviral therapy 
will mean fewer children need treatment.

2  

LOSS TO FOLLOW-UP

Far too many babies who receive HIV treatment are being lost to 
follow-up. Sustained use of HIV treatment and ongoing  
virological monitoring is necessary to verify that the virus has 
been suppressed and to intervene to support treatment adherence 
and re-engage those who fall out of care. 

In Uganda, only 12% of the estimated 110 000 adolescents living 
with HIV obtained antiretroviral therapy in 2013 (28). Given the 
health benefits of antiretroviral therapy, and the benefits in terms 
of HIV prevention by suppressing the virus, a huge opportunity is 
being missed.

3  

DISCLOSURE

For everyone living with HIV, disclosure of their status is a signifi-
cant process. Disclosure decisions are particularly complex when it 
involves a child because of the extra sensitivity and concern about 
children’s emotional and cognitive ability to understand and cope 
with the nature of the illness.

Many young people living with HIV express a lack of support 
regarding how, when and with whom to disclose their HIV status. 
This can lead to anxiety and depression. For members of young 
key populations, the situation is even more difficult, as they often 
face discrimination on account of both the behaviour that makes 
then vulnerable to HIV, such as sex between men, and their 
HIV-positive status.

Parents and caregivers are often uncertain how to counsel  
about disclosure. Opportunities to provide HIV testing and  
care and to help families start the discussion about living with  
HIV are often missed.

4 FAILURE TO PRIORITIZE  

CHILDREN AND YOUNG PEOPLE

To date there have been inadequate human and financial resources 
for children and young people affected by HIV. It is imperative 
that national and international sources prioritize children’s and 
young people’s needs and that funding is available in a timely and 
predictable manner.

5  

STIGMA AND DISCRIMINATION

Ongoing stigma and discrimination damage children and young 
people in untold ways. Strengthening community and peer 
support, especially through other families affected by HIV, would 
offer support and help children build resilience. Young people 
living with HIV and who are just beginning to become sexually 
active face persistent judgement and discrimination from health-
care workers. The harmful attitudes in society in general must be 
challenged and made a thing of the past in order to secure the 
future of all our children and young people.
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ACTIONS FOR THE 

FUTURE

1 RETHINK AND INNOVATE HIV  

TESTING AND CHILD- AND  

YOUNG PEOPLE-FRIENDLY 

TREATMENT

All pregnant women and all children and young people exposed 
to HIV should know their HIV status. For pregnant women, 
knowing their HIV status is critical to be able to access life saving 
treatment for their own health and the health of their babies. 
Alternative approaches to HIV testing should be promoted, 
including home-based testing and periodic testing of women not 
living with HIV during pregnancy and breastfeeding in order to 
detect new infections early and link them to care. For children in 
early diagnosis is essential, in order that care can begin promptly 
protecting healthy growth and development.

A significantly lower number of children compared with adults 
living with HIV have access to care and treatment. Children are 
a third less likely to receive antiretroviral therapy compared with 
adults. Results from a study of 11 sites in Cameroon showed that 
only 32% of infants with a positive HIV test result were alive and 
accessing treatment 18 months later (30).

HIV prevention and treatment need to be tackled simultaneously 
and holistically among young people, recognizing and responding 
not only to their treatment and clinical needs but also to their 
emotional, physical and sexual needs.

2 SMART INTEGRATION OF HIV WITH 

OTHER HEALTH SERVICES

The decentralization and integration of HIV services for pregnant 
and breastfeeding women and their infants into broader maternal 
and child health service platforms is essential to eliminating 
mother-to-child transmission and scaling up paediatric treatment 
coverage. To make this happen, however, the weaknesses in health 
systems—especially those linking mothers and infants—need to be 
addressed, including expanding and building the capacity of the 
health workforce.

For young people, youth-friendly services must cater to the 
specific physical and medical demands of young people living with 
HIV while providing support for their psychosocial and emerging 
sexual health needs.

3 KEEP MOTHERÑBABY PAIRS 

CONNECTED TO CARE

To ensure the long-term health and well-being of mother and 
child, it is important that mother–baby pairs continue to access 
care and are not lost to follow-up. Strengthening and expanding 
community-based approaches to delivering HIV services and 
peer support is vital to the long-term positive impact on families 
affected by HIV.

Involving communities more closely could also help to better 
identify the people in need of services, especially among the most 
marginalized and hard-to-reach populations. Community-based 
antiretroviral therapy delivery has also been shown to be more 
cost-effective, with better uptake, adherence and lower service 
provision cost.

4 MAKE BREASTFEEDING SAFER IN  

THE CONTEXT OF HIV

In low- and middle-income countries, many mothers living with 
HIV still face a decision that no mother should have to make—the 
choice of whether or not to breastfeed their babies. Breastfeeding 
gives vital nutrition and immune protection but exposes the  
baby to HIV. On the other hand, not breastfeeding increases the 
risk of the baby dying from other infectious diseases and of the 
baby being malnourished. Combining breastfeeding and  
antiretroviral medicines confers the greatest chances of the 
infant surviving while keeping the infant HIV-free. More potent 
medicines are needed to further reduce the risk of HIV transmis-
sion through breastfeeding.

5 L ISTEN AND RESPOND TO THE 

VOICES OF YOUNG PEOPLE

Groups of young people living with HIV have identified core 
priorities to move their agenda forward. These include devel-
oping a network to advance an agenda for adolescents to access 
medicines, demanding better treatment services at the country 
level, with a particular focus on national antiretroviral therapy 
guidelines, implementing a science agenda to fill the current 
research gaps regarding young people living with HIV, and 
developing a mechanism to support the scaling up of targeted 
programmes for young people living with HIV.
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THE MISSION 
AT THE BEGINNING IT WAS A HAZE 

THROUGH AN ELECTRON MICROSCOPE, BUT 

PEOPLE ALREADY KNEW THAT THIS NEW 

VIRUS, HIV, WAS CREATING HAVOC AND WAS 

ABOUT TO UNLEASH A SET OF EPIDEMICS 

UNPARALLELED IN MODERN TIMES. THE 

SCIENTIFIC COMMUNITY HAS SINCE BEEN 

UNRAVELLING ITS MYSTERIES: ITS LIFE 

CYCLE, HOW IT TRICKS THE HUMAN BODY, 

THE MEDICINES THAT CAN ALTER ITS 

COURSE. STUDIES IN HUMAN BEHAVIOUR 

PAVED THE WAY FOR NEW TOOLS TO 

STOP THE VIRUS AND GAVE A BETTER 

INSIGHT INTO HUMAN DIVERSITY. NEW 

MEDICINES, DIAGNOSTICS AND DEVICES 

HAVE PREVENTED DEATHS AND NEW 

HIV INFECTIONS. 
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SCIENCE 
AT A GLANCE

5 LESSONS 
LEARNED

HIV research has 

shown that :

1.
When communit ies 

and scient ists  work 

together,  solut ions 

are found.

2.
Antiretroviral 

medicines 

have mult iple 

usesÑsaving l ives 

and preventing 

transmission of  HIV.

3.
Social  research 

can uncover 

nonbiomedical  HIV-

prevention tools .

4.
An HIV vaccine  

and cure are 

possible,  despite 

some setbacks.

5.
Increased 

understanding of 

HIV spurs discovery 

of  treatments and 

cures for  other 

diseases.

03
BUILDING DIAGNOSTIC 

EQUIPMENT AND SERVICES.

04
EXPANDING UNDERSTANDING 

OF BASIC VIROLOGY.

 

05
EXPLORING THE 

PHYLOGENETICS, 

OR EVOLUTIONARY 

RELATIONSHIPS,  OF HIV.

01
FINDING A TREATMENT FOR 

PEOPLE LIVING WITH HIV.

02
PREVENTING HIV 

TRANSMISSION, INCLUDING 

FROM MOTHERS TO CHILDREN.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

Source: sciencemag.org.

DATA  P O I N T 
Adult life expectancy, 2000Ñ2011 
Adult life expectancy, 2000Ñ2011, in rural South Africa. Public sector provision of 

antiretroviral therapy to adults began in 2004, as indicated by the vertical line

A
d

u
lt

 l
if

e
 e

x
p

e
c
ta

n
c
y
 i
n

 y
e
a
rs

2000

60

55

50

45

2002 2004 2006 2008 2010 2012



385

5 ACTIONS FOR  

THE FUTURE

01
Long-lasting antiretroviral therapy.

02
Engineered molecules and gene transfer.

03
Finding a cure.

04
Broadly neutralizing antibodies and 
vaccine trials.

05
Cash transfers to protect adolescents.

5 GAPS AND CHALLENGES 

LACK OF WOMEN-CONTROLLED 

PREVENTION OPTIONS.

RESEARCH ON PAEDIATRIC 

FORMULATIONS.

POINT-OF-CARE TECHNOLOGIES 

THAT ARE EASY TO USE.

HIV CURE AND VACCINES.

UNDERSTANDING THE CAUSE OF 

DEATH TO BETTER TAILOR  

HEALTH-CARE OPTIONS.

5 MILESTONE MOMENTS 
THAT INFLUENCED THE

AIDS MOVEMENT 

MARCH 2007

Randomized controlled trials on voluntary 
medical male circumcision show it to be 
effective in preventing HIV infections, leading 
UNAIDS and the World Health Organization 
to recommend voluntary medical male 
circumcision as an additional important strategy 
for HIV prevention, particularly in settings 
with high HIV prevalence and low levels of 
male circumcision, where public health benefits 
will be maximized. Fourteen countries with 
this profile in eastern and southern Africa have 
now initiated programmes to expand voluntary 
medical male circumcision.

SEPTEMBER 2009

The findings from the clinical trial RV144 in 
Thailand are announced. The experimental 
vaccine had 31% efficacy in preventing HIV 
infections. This is the first supporting evidence 
of a vaccine being effective in lowering the risk 
of contracting HIV. Although only modestly 
protective, the results instil new hope that an 
HIV vaccine can be found and stimulate a 
whole set of new approaches to discover a more 
effective vaccine.

MAY 2011

The United States of America National Institutes 
of Health announces results showing that if a 

Furthering the methodology of  
vaccine discovery.

Expanding research into sexual behaviour.

Improving the capacity of science networks, 
laboratories and epidemiology.

Virology and treatment.

Improving the integration of scientific  
findings into health-care policy and practice.

person living with HIV adheres to an effective 
antiretroviral therapy regimen, then their risk 
of transmitting the virus to sexual partners 
who do not have HIV can be reduced by 96%. 
Antiretroviral medicines enter the combination 
HIV prevention toolkit.

MARCH 2013

A baby is treated with antiretroviral medicines 
in the first 30 hours of life and continued on 
treatment for 18 months. The baby appears to 
be functionally cured of HIV, but subsequent 
follow-up of the infant then shows reappearance 
of the virus. The news gives rise to hope, 
however, that a cure can be found. In the 
same year, the World Health Organization 
recommends that all pregnant women living 
with HIV be offered lifelong HIV treatment.

JUNE 2015

An international randomized clinical trial, 
Strategic Timing of Antiretroviral Treatment, 
finds that the risk of AIDS, other serious 
illnesses and death is reduced by 53% among 
people who start treatment when their CD4 
levels are 500 or above, compared with  
waiting until CD4 levels drop to 350. UNAIDS 
calls for everyone to have immediate access to 
HIV treatment.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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“Did you take your pills? In the morning, afternoon and night? All 
of them (read 20)? Every day? Make sure you come every month 
to take your medicine supply. And arrive early so you don’t go 
back empty-handed. You don’t like the side-effects? You’re lucky 
you’re getting anything at all.”

This would have been a typical one-sided conversation about 
15 years ago for the lucky minority. For the most part, the conver-
sation in developing countries would have been “I’m sorry: there’s 
nothing we can do for you.”

The lived experience of most people living in developing countries 
in the late 1990s and early 2000s was that AIDS was a killer disease. 
If you had HIV, you were told to count your days. Before 1996, 
HIV was a fatal disease.

Me Belize—or “Mother Belize”, as everyone called her—lived 
in a village high in the remote mountains of Lesotho. In 2006 
her husband died from an AIDS-related illness, a few years after 
returning from working in the mines. Too weak herself, she asked 
her relatives to arrange a grand funeral and slaughter a cow, and 
the whole village came to mourn her loss. In hushed tones, people 
wondered when it would be Me Belize’s turn. It could be a matter 
of a few months or even a few weeks.

Then came a lifesaver: antiretroviral therapy arrived on the remote 
mountain, brought by a plane operated by the nongovernmental 
organization Flying Doctors. Another nongovernmental organi-
zation, Partners in Health, built a clinic to cater to the health and 
nutrition needs of the community. The people in the village saw 
the “Lazarus effect” in their neighbours, who were coming back 
from the brink of death. Nine years later, Me Belize is thriving  
and is a role model for people living with HIV in her  
community, helping them to adhere to treatment and earn an 
income. The world was beginning to discover the power of antiret-
roviral medicines.

Fast forward to 2013, when the world was stunned at the news 
of the “Mississippi baby”. An infant born with HIV infection 
received aggressive antiretroviral therapy 30 hours after birth and 

then continuously for her first 18 months. She then appeared to 
be free of HIV. Until age 27 months, she showed no evidence of 
any replicable virus, even with sophisticated research laboratory 
tests (1, 2). This gave overwhelming hope that she had been cured, 
but the baby’s viral load became detectable again nine months after 
stopping antiretroviral therapy.

Nevertheless, the baby has inspired scientists who have found that 
starting antiretroviral treatment in the very earliest stages of HIV 
infection, even before an antibody response has been produced 
and before HIV can be detected with currently available routine 
tests, limits the extent of viral amplification (3) or the size of the 
reservoirs where HIV hides. An important avenue of research has 
opened up.

This is just one of the many roads that scientists in laboratories, 
universities, clinical trial sites and medical centres around the 
world are exploring.

ANTIRETROVIRAL MEDICINES AND THE 

CONTINUOUS QUEST TO IMPROVE THEM

The first antiretroviral medicines, greeted with unbounded 
enthusiasm within a few years of the discovery of HIV (4), were 
an initial, imperfect step. They had to be taken every four hours, 
including in the middle of the night. Even a small delay carried a 
high risk of developing immediate resistance to treatment. From 
the end of the 1990s, antiretroviral medicines were vastly more 
effective, but treatment still consisted of large numbers of pills, 
some that needed to be taken with food, some without, some to 
be kept refrigerated or in dried powdered form until use. Many 
antiretroviral medicines were toxic, causing anaemia, neuropathy, 
fat redistribution and metabolic complications.

We have moved from these complex toxic treatments to  
simple once- or twice-daily fixed-dose combinations. New  
classes of antiretroviral medicine now target almost every step  
of the HIV life cycle, and the outlook for people living with HIV 

WHAT'S 
NEXT

When conversations began between scientists and communities, 
new approaches to prevent HIV infections and new medicines 
were developed, new uses of medicines were discovered, and new 
ways of reaching people with life-saving medicines were explored. 
The journey is not over, an effective cure and vaccine are still not 
within reach but there is much hope.



387



388

Saving lives
If antiretroviral therapy is initiated 

early and taken for life, life 
expectancy of people living with HIV 
is thought to be the same as that of 

someone without HIV. 

Preventing mother-to-child 
transmission of HIV

Women living with HIV can 
improve their health and prevent 
their children from HIV infection 

by taking antiretroviral medicines 
during pregnancy and for the rest  

of their lives.

Post-exposure prophylaxis for 
averting HIV infection

A short course of anti- 
retroviral therapy is effective  

for averting HIV infection caused 
by accidental exposure to HIV or 

exposure during unprotected sex.

Restoring respect and dignity 
to people living with HIV

Access to antiretroviral  
therapy has in some places reduced 
the stigma of HIV and lessened the 

discrimination people living with HIV 
face in many settings. HIV treatment 

has helped to normalize HIV, which 
is no longer considered  

a death sentence.

Restoring employment
People receiving HIV treatment 
have regained their strength and 
good health, ending prolonged 
absenteeism from work.

Reducing the number of 
children becoming orphans
As antiretroviral therapy increases 
the survival of adults, fewer 
children are becoming orphans. 
The burden of home-based care, 
which often fell on young girls, has 
declined and children are able to 
return to school.

Preventing HIV  
transmission among 
serodiscordant couples
People who are living with HIV and 
achieve viral suppression have a 
lower risk of transmitting HIV to 
their uninfected sexual partner.

Reducing maternal mortality
Recent research has shown that 
the provision of antiretroviral 
therapy would avert much of the 
maternal mortality that occurs in 
the countries with a heavy  
HIV burden.

Preventing tuberculosis (TB), 
TB-related deaths and TB 
transmission
People who are living with HIV and 
taking HIV treatment lower their risk  
of developing TB disease.
Antiretroviral medicines improve the  
effectiveness of TB treatment, 
reduce TB-related mortality and cut 
the risk of transmitting TB to others.

Pre-exposure prophylaxis for 
people at higher risk

People who are at higher risk 
of acquiring HIV can lower this 
risk by taking a combination of 

antiretroviral medicines as  
a pre-exposure prophylaxis.

The multiple uses of  
antiretroviral medicines
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has been transformed to the near certainty of a full, active,  
productive and long life.

In 2015 a breakthrough was made for children, when a treatment 
previously available only as a harsh-tasting syrup that contained 
40% alcohol and required refrigeration was developed by Cipla 
into easy-to-swallow oral pellets. These tablets are much easier for 
children to accept and for health-care systems to supply (5).

Nevertheless, treatment for HIV is still lifelong. If treatment is 
stopped, the virus rapidly re-emerges. Increased investment in 
cure research has led to several ongoing clinical trials of histone 
deacetylase inhibitors that “wake up” the latent reservoir cells 
where HIV may be hiding, allowing the immune system to kill 
them, while antiretroviral therapy prevents replication of the 
newly awoken HIV (6).

ANTIRETROVIRAL THERAPY  

FOR HIV PREVENTION

The power of antiretroviral medicines now extends to preven-
tion. In 2011 the randomized trial HPTN 052, involving couples 
where one partner was living with HIV, demonstrated a 96% 
reduction in HIV transmission when the partner living with HIV 
started treatment immediately after receiving a positive diagnosis, 
compared with couples where the person living with HIV started 
treatment once their CD4 count had fallen below 250 (7). Starting 
treatment immediately became a positive action to protect the 
partners of people living with HIV. This heralded a new era in the 
HIV response, with antiretroviral therapy quickly becoming an 
important part of the combination HIV prevention package (8). 
At the community level, there are indications that the widespread 
scale-up of treatment has led to reductions in new infections (9).

It has been found that given as pre-exposure prophylaxis (PrEP), 
these medicines can actually prevent people at higher risk of 
HIV infection from acquiring HIV (10–12). The results from the 
Iprex randomized controlled trial in men who have sex with men 
and transgender women were conclusive, with a 44% reduction 
in new infections among people taking antiretroviral medicines 
compared with people taking placebo (10). The PROUD study in 
gay men in the United Kingdom of Great Britain and Northern 
Ireland was stopped years earlier than expected owing to the huge 
86% reduction in infections among people taking antiretroviral 
medicines compared with people randomly assigned to defer 
treatment for a year (13).

Neither of these trials showed evidence of more risky behaviour 
by people taking antiretroviral medicines. Instead, for many gay 
men, PrEP removes the anxiety of the perceived inevitability of 
becoming infected with HIV, leading to higher self-esteem and 
translating into more fulfilling relationships.

Preventive use of antiretroviral therapy, either after a high-risk 
exposure (post-exposure prophylaxis, PEP) (14, 15) or continu-
ously to protect against infection (PrEP), now forms part of the 
World Health Organization (WHO) recommendations for the use 
of antiretroviral medicines (14, 16, 17).

PREVENTION FOR WOMEN:  

THE SEARCH CONTINUES

Other antiretroviral-based HIV prevention approaches focusing 
on young women are needed urgently, given the ongoing high 
rates of infection among young women. In South Africa, the 
number of new HIV infections among women aged 15−24 years is 
four times greater than among their male peers (18).

The CAPRISA 004 randomized trial in 2010 was a milestone, 
showing that an antiretroviral medicine could be used topically, 
before and after sex, as a vaginal gel to prevent HIV among young 
women (19). Unfortunately the 2013 follow-up study VOICE (20) 
and the FACTS001 trial (21) in nine sites in South Africa concen-
trating on women under the age of 30 years did not confirm these 
findings, largely because of poor adherence in using the product.

There are glimmers of hope, however, as the results were promising 
among the small numbers of women who were able to adhere to 
the suggested use of the product. Further research is needed into 
the reasons why most women did not adhere to the protocol.  
The promise of this treatment lies in it being within women’s 
control, an important factor in HIV prevention for this especially 
vulnerable group (22).

STOPPING NEW HIV INFECTIONS  

AMONG CHILDREN

The spectacular progress made towards the elimination of new 
HIV infections among children has been driven by antiretroviral 
regimens combined with the development of new approaches to 
improve the ways in which pregnant women are reached with  
HIV services.

The multiple uses of  
antiretroviral medicines
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The first trials showing that infant infections could be prevented 
by giving antiretroviral medicines to mothers and their newborn 
babies were in the 1990s (23). Over the next 15 years, periods 
of hope and despair alternated with different scientific findings, 
promise being countered by drug resistance and diminished 
efficacy as a result of breastfeeding.

Key trials in 2010 made it clear that antiretroviral medicines 
needed to be taken during pregnancy and for at least 12 months 
postnatally to prevent transmission of HIV to the baby and 
to ensure the health of the mother (24). By 2013, WHO 
recommended that pregnant women living with HIV should 
take a combination of three antiretroviral medicines, generally 
known as option B+, during pregnancy and then continue taking 
these medicines for life. These successes gave rise to a new goal 
that seemed, finally, within reach: the virtual elimination of new 
paediatric HIV infections and improved maternal survival for 
mothers living with HIV by 2015.

VOLUNTARY MEDICAL  

MALE CIRCUMCISION

The breakthrough in the prevention possibilities of voluntary 
medical male circumcision happened in the mid-2000s, when the 
results of three trials in Kenya, South Africa and Uganda were 
all published within a year (25–27). The results showed that HIV 
infection could be reduced by up to 60% in circumcised men and 
removed any question over whether this was a cheap, effective 

way to protect men from acquiring HIV infection. When used at 
the community level, this could have a population-level effect in 
reducing HIV infection.

Large-scale roll-out for voluntary medical male circumcision 
in 13 high-priority sub-Saharan African countries (28) has 
been facilitated by the invention of disposable plastic devices 
for the procedure. Follow-up studies in the original trial sites 
have demonstrated that efficacy is maintained in the longer 
term (29, 30).

HIV TESTING AND INCREASING 

KNOWLEDGE OF HIV STATUS

HIV testing has advanced since the first complex, expensive, 
technology-dependent blood test systems in the 1990s, which 
took weeks to deliver a result. Today there are over-the-counter 
products that do not need electricity or refrigeration and give an 
accurate test result in 15 minutes. This has simplified the testing 
process, encouraging people to be tested and seek help in low-in-
come countries where long waits and lack of money and transport 
previously made it difficult for people to find out their test results 
and access further care.

The first of these simple rapid tests became available towards the 
end of the 1990s (31), but their widespread use started as the 
Millennium Development Goals unfolded. The arrival of tests that 
use saliva rather than blood (32) and their licensing for over-the-
counter sales as a first stage in the testing process is a further leap 
forward for HIV testing.

Home-based and self-testing services complete the recent 
advances in HIV diagnostics. Next is to broaden the availability 
of this wide choice of options to workplaces (33), community 
campaigns (34), door-to-door campaigns (35), pharmacies and the 
private sector to maximize the number of people living with HIV 
who know their status.

The approach to HIV testing has also evolved. Previously,  
people were recommended to attend voluntary counselling and 
testing services and prolonged psychosocial sessions to ensure 
they were ready to be tested; the emphasis was frequently on the 
right not to be tested. Modern HIV testing services are much more 
routine; consent is still a prerequisite, but because of the avail-
ability of antiretroviral therapy, the benefits of finding out one’s 
status are much clearer, making the decision about whether to  
be tested easier.

Other developments in HIV-related diagnostics include better 
tests to diagnose HIV in newborns, previously difficult as they 
carry their mothers’ antibodies (36), measuring integrated HIV 

ÒNever give up and never 
stop believing that you 
will and can make a  
difference. There is no 
finish line. Even when  
we come up with a cure 
for HIV, that will still 
mean we can use HIV  
as a tool for studying 
other diseases.Ó 

FRANCOISE BARR�-SINOUSSI
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pro-viral DNA hiding in cellular reservoirs (1), and quantifying 
a person’s viral load to show when treatment has made them no 
longer infectious (37). Resistance to antiretroviral medicines 
has become easier to identify through quicker, cheaper methods 
for viral sequencing and more user-friendly bioinformatics, and 
subtyping of different strains of HIV has become easier (38).

DIAGNOSING AND TREATING 

TUBERCULOSIS AND OTHER DISEASES

Millions of people living with HIV still die each year, many from 
treatable and preventable complications, such as tuberculosis and 
cryptococcal infections. There are cheap and effective tools that 
are not widely used and yet can make significant improvements.

Isoniazid preventive therapy has been shown for many years to 
reduce tuberculosis among people living with HIV, and the most 
recent TEMPRANO trial in Côte d’Ivoire reconfirmed its use (39, 
40). Recommendations have been in place for almost 20 years, and 
yet most people living with HIV are not offered isoniazid,  
which costs a few dollars per year and has few side-effects  
for most people.

More recently, the REMSTART study conducted in the United 
Republic of Tanzania and Zambia in 2012 showed that screening 
and prophylaxis against cryptococcus, a widespread fungal 
infection that affects people with severely compromised immune 
systems, could reduce mortality when accompanied by early 
access to antiretroviral therapy and home-based support (41).

UNRAVELLING THE SOURCE OF HIV AND 

ROUTES OF SPREAD

Astonishing progress in the study of gene sequencing and “genetic 
family trees” has brought new insights to the understanding of 
the history of HIV. Phylogenetics has allowed science to trace 
back HIV to its origins at the beginning of the twentieth century 
and explore its evolution over the decades before the first cases of 
immune deficiency were recognized in the 1980s (42).

The history of the expansion of the railways in what is now the 
Democratic Republic of the Congo and the tracing of different 
strains of HIV along its routes is a reminder of the bigger picture 
of human endeavour and its unintended consequences. Before 
phylogenetics, it would have been impossible to know that migrant 

HIV vaccine funding peaked in 2007, with the United States of America 
as the biggest funder and philanthropic organizations second. 
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Tracing the origins of HIV 
Phylogenetic analysis of strains of HIV has allowed scientists to map the early 
history of the spread of HIV along the rail and river networks in Democratic 
Republic of the Congo and to demonstrate the differentiation of the major 
strains of HIV from its origins early in the twentieth century.

Source: Faria NR, Rambaut A, Suchard MA, Baele G, Bedford T, Ward MJ, et al. HIV epidemiology: the early spread and  
epidemic ignition of HIV-1 in human populations. Science. 2014;345:56. Reprinted with permission 
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Kaposi’s sarcoma, and improved fungal antigen detection and 
treatment of cryptococcal meningitis. People living with HIV have 
benefited directly from these disease-specific advances, but people 
who are not living with HIV stand to benefit greatly too.

THE QUEST FOR A VACCINE

Many leading scientists believe a vaccine will be the critical factor 
the world needs to “get to zero”—and stay there (44). The diversity 
of HIV, with different strains and subtypes, and immeasurable 
diversity in who it affects, mean that vaccine responses must also 
be diverse.

The search for an HIV vaccine has led to a major increase in the 
scale of biomedical research capacity in many parts of the world. 
Laboratory capacity for sophisticated virology and immunology 
has been built in Uganda, Kenya, Rwanda, South Africa and many 
other places. Field epidemiology and laboratories developing HIV 
diagnostics, treatments and prevention tools have been massively 
scaled up around the world.

Increasingly, laboratories in middle-income settings, such as 
Thailand and South Africa, are at the forefront of key discoveries 
in HIV. The network effects—flows of ideas, people and materials 
between countries through these facilities—lead to advances that 
could not happen in one site alone.

RV144:  DELIVERING THE PROOF OF 

CONCEPT THAT A VACCINE IS VIABLE

Five HIV vaccine candidates have reached the stage of clinical 
trials in humans. Four of them have failed. The fifth emerged 
in 2009 when a study of vaccine RV144, known as the Thai trial, 
showed an overall modest reduction (31%) in the rate of HIV 
acquisition among 16 000 volunteer participants (45). The vaccine 
had to be administered in multiple doses and was designed to be 
effective against the strains of HIV most common in Thailand. 
The protection it conferred did not last, but its relative success has 
been encouraging (46). It has given scientists an opportunity to 
explore which elements of the observed immune responses led 
some people to be protected.

Early-phase follow-up studies in South Africa showed that the new 
versions of RV144, including more African strains and potentially 
more potent delivery systems, were well tolerated and produced 
the sorts of immune response predicted and hoped for. The next 
phase of these clinical trials will continue in 2016 in South Africa.

workers travelling on colonial Africa’s rail networks probably 
played a huge role in the spread of HIV from Kinshasa through 
central Africa. This led to understanding why one strain—HIV1 
group M—largely outpaced others (43) and why this strain of HIV 
still dominates today.

Phylogenetic approaches are providing insights into the  
efficacy of programmes and transmission networks, and their  
patterns and dynamics.

VIROLOGY: UNRAVELLING THE CODE  

AND UNLOCKING ANSWERS

HIV science has contributed to better understanding retrovi-
rology, and approaches to treatment and gene therapy are yielding 
dividends for people affected by other viral infections.

There is now broad knowledge of the full life cycle of the virus and 
its engagement with human immune cells as well as an under-
standing of HIV’s different genes and proteins. This knowledge has 
formed the scientific basis for the development of a wide range of 
treatments targeting different phases of the viral life cycle.

The first pictures the world saw of the virus that was not yet even 
called HIV were grainy black and white electron micrographs, 
showing a dense core and a spiky outer membrane. Now incred-
ible advances in crystallography and immune-based structural 
chemistry have allowed the visualization of the trimeric envelope 
protein spikes projecting from the virus. Scientists can see where 
the principle sites of binding for the many broadly neutralizing 
antibodies are. Antibodies that have been discovered over the  
past few years.

A CURE FOR HEPATITIS C

The power and funding of the HIV response have driven 
important advances in the diagnosis, treatment and control of 
other infections and cancers. Several new hepatitis C drugs are 
based on HIV discoveries. Up to 90% of people with hepatitis 
C can now be cured with six weeks of antiviral therapy. Access 
difficulties and high costs mean that diagnosis and treatment 
rates are low; the challenge now is to use the experience of the 
HIV response to lower the costs of commodities, working in 
partnership with all parties to find ways to make life-saving drugs 
affordable and accessible to the people who need them.

Investments in HIV have also spearheaded the progress in 
molecular diagnostics for tuberculosis, better treatments for 

2014 March

UNAIDS and Nobel Peace Prize Winner and UNAIDS 

Global Advocate for Zero Discrimination Daw 

Aung San Suu Kyi launched the zerodiscrimination 

campaign calling for a global transformation. 

2014

PROMISE study reports that triple antiretroviral  

therapy regimen is more effective in preventing  

mother-to-child transmission of HIV.
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PARTNERING TO END  

THE AIDS EPIDEMIC: 

BIOMEDICAL RESEARCH 

AND PUBLIC HEALTH 

ANTHONY S.  FAUCI
Director of the National Institute of Allergy  

and Infectious Diseases, United States of America

The complementary roles of biomedical research and 

public health response have underpinned the global AIDS 

response since the discovery of HIV in the early 1980s.  

The synergies created by this collaboration are perhaps 

best exemplified by the successful development and 

delivery of antiretroviral therapy to millions of individuals 

around the globe.

Since the advent of combination therapy, antiretro-

viral therapy has saved the lives of more than 8 million 

people. Antiretroviral therapy also represents an essential 

component of comprehensive HIV prevention programmes. 

With this versatility, antiretroviral therapy now forms the 

backbone of the public health response to HIV, including 

ambitious plans to end the AIDS epidemic.

While the first antiretroviral medicines were developed for 

non-HIV purposes, subsequent medicine development was 

rooted in a thorough understanding of the HIV replication 

cycle and HIV pathogenesis. Specifically, virologists and 

structural biologists delineated the array of vulnerable 

targets along the replication cycle, most of which were 

specific enzymes. Compounds were then synthesized and 

optimized to target the enzymes.

The era of targeted antiviral medicine development began 

in earnest with HIV. Through this work and similar efforts, 

more than 30 antiretroviral medicines and medicine combi-

nations are now licensed, with ever-improving side-effect 

profiles and activity. 

With these therapies, the commitment of national health 

systems and the support of programmes such as the Global 

Fund to Fight AIDS, Tuberculosis and Malaria and the 

United States PresidentÕs Emergency Plan for AIDS Relief, 

14.9 million people were receiving antiretroviral therapy at 

the end of 2014.

Today, we can proudly say that people living with HIV 

initiated on therapy can expect a near-normal life expec-

tancy. Moreover, the potential for antiretroviral therapy to 

reduce the risk of transmission to uninfected sexual partners 

is now a reality: data from the HPTN 052 study demon-

strated that early antiretroviral therapy for people living 

with HIV reduced the chance of transmission to uninfected 

sexual partners by 96% compared to deferred therapy.

Paired with emerging data from the Strategic Timing of 

Antiretroviral Treatment (START) study, which showed 

that early initiation of antiretroviral therapy was associated 

with a lower incidence of adverse health events and death 

as compared to deferred treatment, a recommendation of 

prompt treatment after an HIV diagnosis would now be 

based on solid scientific evidence.

However, the use of antiretroviral therapy in prevention 

stretches beyond treatment as prevention. For example, 

prevention of mother-to-child transmission of HIV services 

have averted more than 1.4 million paediatric infections 

since 2000. Post-exposure prophylaxis (PEP) is now 

advocated in some non-occupational settings. Pre-exposure 

prophylaxis (PrEP) is more than 90% effective when taken 

as prescribed. 

While biomedical research has yielded a robust set of 

prevention and treatment tools, the application of those 

tools must be informed by an in-depth understanding of 

transmission dynamics. For example, it is becoming increas-

ingly clear that targeted use of these tools in high-trans-

mission localities is a more efficient use of scarce resources 

than blanket distribution.

Moving forward, the application of antiretroviral therapy 

to prevention and treatment will be critical to reducing 

HIV transmission and morbidity and mortality among 

HIV-positive people. This can only be accomplished by 

the joint efforts of researchers and public health practi-

tioners. Similar collaborations lie ahead for next-genera-

tion therapies (e.g. long-acting antiretroviral therapy), HIV 

vaccinology and perhaps a cure. For each, the partnership 

forged over this more than 30-year effort will be essential to 

realizing the promise of discovery.  
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BROADLY NEUTRALIZING ANTIBODIES

The discovery of broadly neutralizing antibodies—which are 
produced naturally by about 25% of people living with HIV after 
two years or more of chronic HIV infection—has brought a new 
perspective to antibody studies (47). The ever-evolving virus and 
the host’s antibody defences lead to changes in the outer surface 
of HIV, allowing antibodies to develop that could neutralize many 
varied strains of HIV.

The challenge of developing a vaccine for HIV’s unprecedented 
variability has drawn scientists from many disciplines and inspired 
the creation of dedicated institutions. The success of vaccine devel-
opment into the next decades will be built in close collaboration 
with HIV science investments.

Innovative global mechanisms such as GAVI, the Vaccine Alliance, 
and the Global Fund to Fight AIDS, Tuberculosis and Malaria 
have already demonstrated success in rapidly taking health initi-
atives to scale. They provide incentives for science to continue to 
push forward with HIV vaccine efforts that seem costly in many 
ways but whose life-saving rewards could be enormous.

THE BERLIN PATIENT OPENS  

A PATH TO A CURE

People have become accustomed to the idea that there is no cure 
for HIV. Now the word that for too long dared not speak its name 
in association with HIV is being mentioned cautiously. For many 
people in HIV science, a cure remains the ultimate goal—and for 
the first time it may be in sight.

That a cure is possible has been demonstrated by the case of 
Timothy Ray Brown, “the Berlin patient”, whose aggressive 
treatment for a cancer of the blood included a complete bone 
marrow replacement, with transplants from a donor who had 
naturally resistant immune cells. These cells had mutations that 
prevented HIV from binding effectively to the co-receptors.

Brown is the only person to have been cured of HIV to date. No 
individual has ever been able to clear the virus spontaneously—
Brown’s singular example involved drastic and sophisticated 
medical intervention, including complex other forms of immune 
suppression. Attempts to repeat the success of Brown’s cure in 
other people living with both HIV and cancer have failed (48), but 
Brown’s cure remains an inspiration for scientists.

SEXUAL BEHAVIOUR RESEARCH

The appearance of HIV as a public health threat in the 1980s 
inspired an ambitious project in the United Kingdom: a national 
representative survey of sexual attitudes and lifestyles as a basis 
for designing HIV-related programmes. In 1990 the Wellcome 
Trust took over this project (49), and the British National Surveys 
of Sexual Attitudes and Lifestyles (NATSAL) was born, with 
NATSAL2 in 2000 and NATSAL3 in 2010 (50), becoming one 
of the largest and most detailed studies of sexual behaviour ever 
carried out in a single country. The surveys gave new insights into 
people’s attitudes about sex, gender and stigma, and suggested new 
approaches for collecting and analysing data around sexuality.

NATSAL set a global precedent, and now sexual behaviour surveys 
are routine around the world. HIV has helped the world explore 
the complexity of human sexuality and gender identity, and the 
challenges of behaviour change with respect to sexual health, all of 
which are far more researched than they would have been in the 
absence of HIV research.

COMMUNITIES AND SCIENTISTS  

WORKING TOGETHER

Science, ethics and community participation are integrally 
connected. Good science generating solutions must be conducted 
ethically and in partnership with the communities being studied. 
There has been a strong movement in the scientific community to 
develop clear guidance on the ethics of innovative treatments.  
The importance of including the people and communities affected 
by HIV in research design, implementation and governance is  
now recognized.

Following instances when research had to be aborted and clinical 
trials closed prematurely because of withdrawal of consent by 
participants and political support, UNAIDS and partners led 
a process to promote good participatory practice (51). Good 
participatory practice lays out a process to maximize the 
engagement of the people most affected by the outcomes of the 
research in every stage of the research process (52).

Tensions have occurred in the HIV clinical trial process. On 
the one hand, trials needed to be conducted in settings where 
there were enough people living with HIV to make the research 
feasible. On the other hand, the products were differently appli-
cable in different settings. In addition, the outcome drugs from 

2014 September

Francophone countries commit to eliminate  

punitive law in their countries. 
2014 July

The Windhoek Declaration, adopted and signed by 18 

African First Ladies, on cervical, breast and prostate cancer, 

calls for the integration of cancer into HIV and sexual, 

reproductive, maternal and child health.
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What is your biggest lesson learned in the past 15 years?  

Over the past 15 years, the world has witnessed remarkable 

scientific contributions that have impacted the global HIV 

epidemic. This has been no small task. We have learned 

that the selfless devotion of scores of researchers and 

service providers from every discipline around the world, 

all working hard to generate new knowledge and evidence, 

can create real solutions to alter the course of HIV globally. 

Shining examples are the impressive global progress on 

the elimination of HIV in newborn babies and the scale-up 

of antiretroviral treatment, which required research across 

multiple disciplines, among them basic laboratory research, 

clinical studies, epidemiological surveys, sociobehavioural 

studies, modelling and cost-effectiveness estimations, policy 

studies and implementation science. 

The joint actions linking community activism, scientists and 

funding agencies since the 2000 Durban AIDS Conference 

have led to one of the greatest accomplishments in the 

history of the HIV epidemic: the rapid scale-up of antiret-

roviral therapy. The impact has been remarkable. In South 

Africa, life expectancy has increased more than 10%,  

adding an average of six years to existing lifespans. The 

effects of antiretroviral treatment on HIV prevention also  

are starting to become evident: in one rural African 

community, areas with high treatment coverage had HIV 

incidence rates that were 38% lower. The use of antiretro-

viral medicines for preventionÑlong been established as 

a method of preventing newborn babies from acquiring 

HIVÑnow is being used as pre-exposure prophylaxis to 

prevent sexual transmission. 

Importantly, research has contributed much more than the 

drugs. It has, among other things, defined the best ways to 

reach vulnerable populations, combat stigma and design 

patient-friendly health services. And the best is yet to come!

SCIENCE:  

GENERATING NEW 

KNOWLEDGE AND 

SOLUTIONS TO  

IMPACT HIV 

SALIM S.  ABDOOL KARIM  
Director of the Centre for the AIDS Programme  

of Research in South Africa 

What are your hopes for the next 15 years?  

The greatest challenge in HIV prevention today is the high 

HIV incidence rates among young women in southern 

Africa. Women currently have limited prevention options, 

and it is my hope that women soon will have a wide range 

of strategies available to protect themselves from HIV.

Among the many exciting new scientific innovations, there 

are three in particular that hold the promise of a brighter 

future for AfricaÕs young women. The first is the use of 

phylogenetic analysis of each personÕs virus to unravel 

the molecular epidemiology of HIV and understand its 

chains of transmission. Enhancing our understanding of 

HIV transmission dynamics will open up new avenues for 

potential interventions to reduce HIV risk at the community, 

individual, tissue, cellular and molecular levels. The second 

is the potential of long-acting antiretroviral drugs that are 

administered as monthly intravaginal rings or three-monthly 

injections for pre-exposure prophylaxis that overcomes 

some of the adherence challenges observed with pills and 

gels. The third is the identification of broadly neutralizing 

antibodies and the development of monoclonal antibodies 

for passive immuno-prophylaxis. Should this strategy be 

successful, it could be a springboard for HIV vaccine devel-

opment. All of these technologies have broad ramifications 

beyond the benefits for women: they have the potential to 

impact the spread of HIV in all vulnerable populations and 

beyondÑto everyone at risk.

To realize the dream of a future without HIV, we need to 

redouble our research efforts to develop new and  

improved prevention and treatment methods, better  

strategies for sustainable implementation and, eventually,  

a vaccine and cure.  
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the research were often patented and unaffordable in the very 
countries that had supported their development.

A continuous balance had to be maintained between enabling 
more and better research, and establishing ethical norms and 
standards that engage the communities involved. The key  
lesson learned from the various trials was that the process of 
arriving at decisions about how to strike that balance should be 
transparent and should fully involve the people most affected by 
those outcomes.

PARTNERSHIPS AND NETWORKS THAT 

PURSUE SCIENCE

Almost every major scientific breakthrough in AIDS has been 
generated by multiple international teams collaborating across 
the world. Along with public–private partnerships, wide networks 
of collaboration have ensured more coordinated and efficient 
research endeavour.

Large multinational and multidisciplinary networks, such as 
the HIV Prevention Trials Network and the HIV Vaccine Trials 
Network, have created a whole new approach to collaboration and 
coordination in HIV science. With funding from the United  
States President’s Emergency Plan for AIDS Relief (PEPFAR) and 
the Bill & Melinda Gates Foundation, huge multi-sited trials for 
HIV combination prevention approaches have been conducted 
with the collaboration of multidisciplinary teams around the 
world (35).

The capacity established by these studies will increase our joint 
ability to study many other diseases at the population level, with 
a clear focus on public health and rigorous measurement of the 
impact of programmes. The global capacity for surveys and epide-
miology has also moved forward for all diseases, with HIV 
a driver in terms of both funding and networks of collaboration 
and training.

Public–private partnerships such as the International AIDS 
Vaccine Initiative and the Global HIV Vaccine Enterprise are 
crucial. The Pox-Protein Public–Private Partnership (P5 consor-
tium) is supporting the next phase of one of the most promising  
current HIV vaccine trials and is committed to bringing a 
successful vaccine to market, although this may take up to a 
decade to achieve.

These successes have helped inspire other fields of biomedical 
science to use similar models, such as the Foundation for 
Innovative New Diagnostics, Aeras, for the development of 
tuberculosis vaccines, the Medicines for Malaria Venture 
and GAVI.

December 2006 August 2010 July 2014 October 2014
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1 LACK OF WOMEN-CONTROLLED 

PREVENTION OPTIONS

HIV prevention has been significantly improved with new tools, 
with old tools such as condoms still forming the mainstay of 
prevention efforts (53). In almost all of these efforts, however, 
women miss out. Male circumcision benefits men. Decisions 
on condom use often are driven by men. Antiretroviral therapy 
reduces the risks of transmission between partners, but fewer 
men are treated than women, and men may be less adherent to 
treatment (54). PrEP is gaining acceptance among men who have 
sex with men, where better adherence is often seen in people at 
higher risk (55). Trials of PrEP among women are less encour-
aging, however, with many young women, especially in  
southern Africa, not seeing the protective benefits in randomized 
trials because they have been unable or unwilling to use  
topical or oral antiretroviral medicines (20). With young women 
still forming a substantial proportion of new HIV infections, 
particularly in Africa (18), the need for approaches to protect 
them is urgent. Gel microbicides based on antiretroviral  
medicines, which are in ongoing development, are an example 
of the kind of new prevention tool that young women urgently 
need—one whose use will depend on the young woman’s decision 
rather than a male partner’s.

2 RESEARCH ON PAEDIATRIC 

FORMULATIONS

As the number of new HIV infections among children reduces 
dramatically, the interest in finding newer, more effective drugs 
for children is diminishing. Current formulations are not child-
friendly, however, and are difficult to administer. There has been 
some progress with the recent United States Food and Drug 
Administration’s approval of a palatable pellet drug that can be 
sprinkled over children’s food.

3 EASY-TO-USE POINT-OF-CARE 

TECHNOLOGIES

Viral load tests, testing of children and monitoring of CD4 cells 
continue to require sophisticated equipment and skilled staff. 
Developing easy-to-use technologies and tests will improve quality 
of care and reduce waste and costs.

4 HIV CURE  

AND VACCINES

An effective cure and vaccine for HIV are still several years away. 
Their absence puts an enormous burden on current HIV  
prevention and treatment methods, and on the health-care 
systems that deliver these services. A cure and vaccine have the 
potential to take away the stigma and discrimination faced by 
people living with HIV and to reduce vulnerabilities of women 
and young people.

5 UNDERSTANDING THE CAUSES OF 

DEATH TO BETTER TAILOR HEALTH-

CARE OPTIONS

Across much of sub-Saharan Africa, where rates of HIV are 
highest, causes of death are often not well recorded. Autopsy 
studies are rare and are usually biased by selection and consent 
procedures. This means we are seldom certain of what causes 
death among people in sub-Saharan Africa. We need a greater 
focus on better validation of the causes of death—whether or not 
related to HIV—as part of the studies on HIV-associated diseases 
and efforts to mitigate them.

GAPS AND CHALLENGES 

TODAY
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ACTIONS FOR THE

FUTURE

1 LONG-LASTING  

ANTIRETROVIRAL THERAPY

The world is on the cusp of being able to use several long-acting 
antiretroviral medicines that are in advanced stages of devel-
opment. This would remove the imperative of daily pill-taking, 
simplifying the use and distribution of treatment. It would also 
improve adherence. Implants, similar to those used in contracep-
tion, are now being made for an existing antiretroviral medicine. 
Another long-acting antiretroviral medicine is in trials as an 
injection that could be given four times a year, either as part of a 
treatment regimen or as a form of PrEP. Two trials of an intravag-
inal ring made of a polymer that gradually releases an antiretro-
viral medicine will release their results in 2016, showing whether 
they have been able to prevent new HIV infections among women 
in southern Africa.

2 ENGINEERED MOLECULES  

AND GENE TRANSFER

Scientists are moving closer to being able to block the entry of HIV 
into human cells, for example by the engineering of a molecule 
that mimics both the CD4 receptor and the CCR5 co-receptor. 
The new molecule binds tightly to the HIV envelope, where it acts 
as a CD4 and CCR5 impostor. For initial testing in monkeys, the 
molecule was delivered using a gene therapy approach, in which 
a carrier virus takes the genetic code for the eCD4-Ig into muscle 
and other cells. These cells then produce an ongoing supply of the 
blocking molecule, which blocks both points of viral binding for 
sustained periods (56). Animal models using a humanized simian 
virus showed that macaque monkeys remained protected from 
simian immunodeficiency virus infection for up to a year after the 
initial injection (57).

3  

FINDING A CURE

New approaches to finding a cure for HIV are being tested. Results 
from several trials investigating cure strategies based on activation 
of the latent HIV reservoir are expected in coming years (58). In 
2012, the International AIDS Society formed an international 
scientific working group of 30 leading scientists in the field of HIV 
cure who developed the Global Scientific Strategy: Towards an 
HIV Cure, which outlines the next steps needed in this direction.

4  

BROADLY NEUTRALIZING ANTIBODIES 

AND VACCINE TRIALS

The new generation of potential HIV vaccines paves the way for 
intensive current research, involving multiple candidates and 
multiple vector systems. HIV scientists have been exploring the 
ways in which naked DNA, live attenuated vectors and animal 
viruses can change the way an otherwise ineffective vaccine 
molecule behaves and so can make crucial differences to the 
clinical outcome. One approach tested successfully in animal 
models uses a cytomegalovirus-based vaccine to stimulate a broad 
cellular immune response. Genes from the simian version of 
HIV were inserted into a cytomegalovirus vector, evoking T-cell 
responses that effectively controlled the replication of the virus. 
This led not only to control of infection after it was introduced 
but even to apparent cures—viral clearance—in about half of the 
infected monkeys observed. This study may advance to clinical 
trials by 2016.

5 CASH TRANSFERS TO  

PROTECT ADOLESCENTS

Several studies have shown that providing cash transfers to 
adolescent girls has the potential to reduce the risk of HIV 
infection. Studies such as the CAPRISA 007 and HPTN 068 
trials will shed further light on whether cash incentives for HIV 
prevention among adolescents work. Results from these will 
influence the scale-up of such programmes in sub-Saharan Africa.
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T H E  

D A T A

L E S S O N 
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DATA  
DRIVE

PEOPLE LIVING WITH HIV AND PEOPLE 

AFFECTED BY THE AIDS EPIDEMIC ARE A 

DRIVING FORCE BEHIND DATA. THROUGH 

DATA, A BETTER UNDERSTANDING OF 

THE EPIDEMIC HAS EMERGED. AND WITH 

THIS HAS COME MORE PERSONALIZED 

PROGRAMMES—REACHING THE RIGHT 

PEOPLE, AT THE RIGHT TIMES AND IN 

THE RIGHT PLACES.
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DATA 
AT A GLANCE

5 LESSONS 
LEARNED

The qual i ty  data  

on HIV led to:

1.
Sett ing ambit ious, 

measurable and 

t ime-bound 

targets for 

tracking progress 

and ensuring 

accountabi l i ty.

2.
Helping civi l 

society create 

demand and enable 

access to HIV 

services.

3.
National  ownership 

and capacity  

to generate and 

use strategic 

information.

4.
Prior it izat ion  

of  access to HIV 

services using the 

populat ionÐlocat ion 

approach.

5.
Evidence-informed 

approaches to 

HIV treatment, 

prevention,  care 

and support .

DATA  P O I N T
Percentage of countries reporting to UNAIDS on progress, 2004Ð2014

03
INCREASED THE USE OF DATA 

IN HEALTH DECISION-MAKING 

AND DELIVERY OF SERVICES.

04
NEW TOOLS AND STANDARDS 

FOR ESTIMATION, DATA 

COLLECTION AND ANALYSIS 

SERVED AS AN EXAMPLE FOR 

OTHER DISEASES.

 

05
CREATED A NEW RANGE 

OF CONSUMERS AND 

CREATORS OF HEALTH DATA: 

COMMUNITIES,  CIVIL SOCIETY 

AND CARE PROVIDERS.

01
USED HIV DATA IN PLANNING 

AND ACCOUNTABILITY,  WHICH 

CREATED DEMAND FOR 

SIMILAR DATA FOR OTHER 

HEALTH ISSUES.

02
INCREASED NATIONAL AND 

SUBNATIONAL CAPACITY FOR 

MONITORING AND EVALUATION 

OF HEALTH PROGRAMMES AND 

INVESTMENTS.

5 CONTRIBUTIONS TO

THE AIDS RESPONSE

2004 
(102/191)

2006 
(143/192)

2008 
(153/192)

2010 
(182/192)

2012 
(185/193)

2013 
(171/193)

2014 
(180/193)

2015 
(177/193)
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5 ACTIONS FOR  

THE FUTURE

01
Systematizing the collection of  
geolocated programme data from 
national information systems and 
combining them with epidemiological 
data at the appropriate levels.

02
Understanding the status and trend of 
HIV epidemics among key populations.

03
Harnessing data from new media.

04
Data transparency and ease of use.

05
Ensuring that data drives decision-
making towards sustainable responses.

5 GAPS AND CHALLENGES 

MEASURING INCIDENCE.

MONITORING 90Ð90Ð90 AND  

THE TREATMENT CASCADE.

INTEGRATION OF MULTIPLE 

STREAMS OF DATA.

MEASURING STIGMA AND 

DISCRIMINATION FACED BY 

PEOPLE LIVING WITH HIV AND KEY 

POPULATIONS AT HIGHER RISK  

OF HIV INFECTION.

MAINTAINING THE MOMENTUM  

OF HIV-RELATED DATA  

COLLECTION AND STRATEGIC 

INFORMATION GENERATION  

WITHIN A WIDER GLOBAL  

DEVELOPMENT FRAMEWORK.

5 MILESTONE MOMENTS 
THAT INFLUENCED THE

AIDS MOVEMENT 

MAY 2001

HIV biomarkers are included in demographic 
health surveys for the first time. The inclusion 
of HIV in several countries helped better 
understand the spread and prevalence of HIV 
within countries.

JUNE 2001

United Nations Member States agree at the 
United Nations General Assembly to regularly 
monitor progress of the AIDS response and 
conduct periodic national reviews.

APRIL 2004

The Three Ones principles call for one national 
monitoring and evaluation framework and set 
the agenda for building country capacity for  
data collection and use. The Global Fund 
to Fight AIDS, Tuberculosis and Malaria 
recommends using up to 5–10% of grant money 
towards monitoring and evaluation of national 
HIV programmes.

Data have provided the evidence for continued  
political leadership and investments for the  
AIDS response.

Rich and varied data have helped tailor programmes to 
suit the varying nature of the epidemic and its dynam-
ics. Increased availability of granular data has enabled 
a focus on subnational areas and key populations.

Detailed sexual behavioural data revealed the size 
and importance of focusing on key populations and of 
multiple concurrent sexual partnerships. They have made populations and 
behaviours that were invisible, visible.

More robust estimation of HIV incidence enabled a shift in 2011 from the 
monitoring of trends in prevalence towards the monitoring of trends in  
new HIV infections.

Data on costs of the HIV response led to the development of investment 
cases and focus on efficiency gains and making the money work.

NOVEMBER 2007

Major adjustment to global and country 
estimates, largely based on new assumptions 
derived from household surveys. HIV estimates 
are revised downwards. Estimates for people 
living with HIV in India are cut by more than 
half, from 5.7 million to 2.5 million.

NOVEMBER 2014

UNAIDS Fast-Track report unveils a model  
that postulates that ending the AIDS  
epidemic by 2030 is possible. Modelling data 
enabled the global call for setting of Fast-Track 
Targets for 2020, including the 90–90–90 HIV 
treatment targets.

5 CONTRIBUTIONS OF  

THE AIDS RESPONSE 
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The global HIV response has generated an unprecedented 
amount of data and analysis—strategic information that has 
driven extraordinary achievements. In just over 30 years since the 
discovery of HIV and the disease it causes, a wealth of data has 
been generated that has served for advocacy, given direction and 
focus to programmes and allowed communities and governments 
to track progress, or the lack of it, against ambitious targets.

DATA REVOLUTION

“There are 2500 AIDS-related deaths a week, far more than the total 
number of people who died of Ebola in the last outbreak in West 
Africa, yet why is it that treatment access is not universal? Why is it 
that no one is making a fuss about it?” thundered a long-time AIDS 
activist, avid data user and global leader on AIDS at a meeting in 
June 2015 to discuss her country’s priorities for investments in AIDS 
for the next year. That is the power of AIDS data.

For most diseases, information about the burden of disease is at least 
three to five years old. But for HIV, it was unacceptable. The HIV 
response is known for its activism; for passionate calls for invest-
ment and action. Communities, civil society and political leaders 
demanded data in much more frequent and shorter intervals to 
drive action and root out denialism and complacency.

In the early days of the epidemic, as men who have sex with men 
in San Francisco, United States of America, marched by candle-
light under “fighting for our lives” banners, epidemiologists were 
furiously working to understand what was driving the exponential 
growth of AIDS cases across the world. Uncomfortable questions 
about sexual intercourse and injecting drug use required detailed 
answers. Epidemiologists needed new techniques to track a 
stealthy virus that revealed itself several years after infection.

By the time the Millennium Declaration was agreed, sophisti-
cated methodologies had been established to estimate the number 
of people living with HIV, to count the number of people who 
have died of AIDS-related illnesses, to map key populations and 
locations of higher risk, to track sexual behaviours and drug use 
that facilitate the spread of HIV and to monitor HIV programme 

performance. Following the United Nations General Assembly’s 
Declaration of Commitment on HIV/AIDS, these data sources 
were brought together in a set of 25 core indicators for the global 
HIV response, along with a unique system for country reporting 
that emphasized civil society participation and monitored political 
leadership, human rights issues and other enablers of effective HIV 
responses.

In 2003, 103 United Nations Member States submitted national 
reports against the core indicators. The percentage of countries 
reporting against their HIV-related commitments rose from 53% 
in 2004 to 80% in 2008 to 92% in 2015. The high response rate has 
been attributed to strong country ownership of the targets agreed 
in the United Nations General Assembly, a firm commitment to 
regularly report progress through national systems and a partici-
patory, transparent process for generating national reports. Bold 
global targets—such as “15 by 15” and the elimination of mother-
to-child transmission of HIV—combined with regular country 
reporting, stimulated national prioritization and achievement.

Unprecedented efforts have been made to strengthen national 
monitoring and evaluation systems. Second-generation surveil-
lance is collecting and triangulating a broader range of data to 
improve accuracy (1). Mapping of sexual networks has revealed 
the importance of multiple and concurrent sexual relationships in 
the development of hyper-epidemics of HIV in southern Africa. 
Modes of transmission analyses have focused HIV prevention 
efforts on subpopulations at highest risk of infection. Integrated 
biobehavioural surveys have enabled the tracking of the epidemic 
and risk behaviours among key populations, such as people 
who inject drugs, sex workers and men who have sex with men. 
Increasingly, granular estimates combined with geolocated data 
from health facilities are driving precision adjustments in service 
coverage to reach ever-greater numbers of people in need. As 
we reach the end date of the Millennium Development Goals, 
more data are available on AIDS than on any other disease (2). 
If properly nurtured and bolstered by emerging data from new 
technologies (3), this data stream will guide the way to ending the 
AIDS epidemic by 2030.

MEASURE WHAT  
YOU TREASURE

When it comes to data, what gets 

measured gets done
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subjects from among their acquaintances—were quickly applied 
to HIV-related sero- and behavioural surveillance. For example, by 
2010 this respondent-driven sampling had been used in more than 
120 studies in more than 20 countries in Europe, Latin America, 
Africa, Oceania, Asia and the Pacific (9).

Population size estimates for people who inject drugs, sex workers 
and men who have sex with men are important information for 
planning and evaluating HIV prevention, care and treatment 
programmes. In systematic reviews published in 2006, 
24 countries had generated at least one population size estimate 
of men who have sex with men in at least one city between 1990 
and 2004 (10), 14 countries generated estimates between 1995 
and 2005 for female sex workers (11) and 105 low- and middle-
income countries had produced estimates for people who inject 
drugs between 1998 and 2005 (12). Since 2010, many more 
countries have generated such estimates; that is, 87 countries 
for female sex workers, 88 countries for men who have sex with 
men, 53 countries for people who inject drugs and 17 countries 
for transgender people, roughly 75% of them employing empirical 
methods (13).

As more data became available, the models that produce HIV 
estimates were steadily refined through data-driven improvements 
in their underlying assumptions, such as the growth of available 
data on survival rates of people living with HIV who are not on 
antiretroviral therapy and those who are (14, 15).

Modelling techniques also evolved from the initial use of simple 
one-parameter models to more complex models using four or 
more parameters, allowing for more complex functional forms 
of epidemic curves representing the spread of HIV over time. 
Statistical Bayesian approaches were first applied for HIV and 
AIDS estimates in 2008 (16) to better represent uncertainty in 
estimates (17)—a technique that was later picked up for other 
diseases (18). These state-of-the-art modelling tools have been 
made available to country users, accompanied by guidance 
and regular training in the form of biannual regional training 
workshops.

Responding to the need for more frequent reporting, the 
publication of estimates evolved in 2011 from biennial to annual. 
Other recent improvements have included better assays for recent 
infections and their interpretation and the inclusion of mortality 
data as inputs to estimation models (19). At the global level, 
improvements in models and parameters have been documented 

In this chapter two major streams of work that have helped shape 
the modern AIDS response are outlined. The first is the evolution 
of the collection of epidemiological and behavioural data. The 
second is the use of data for accountability.

EVOLUTION OF THE HIV 

EPIDEMIOLOGICAL DATA

At first, United Nations estimates of the number of people living 
with HIV, the annual number of new infections and the annual 
number of AIDS-related deaths were based on a patchwork of 
case reports and data from sentinel surveillance. But by 2003, HIV 
surveillance in antenatal clinics had been implemented in 118 
countries, including 39 of the 43 countries of sub-Saharan Africa, 
providing significantly improved global HIV estimates (4).

Wary of potential biases in estimates derived primarily from 
pregnant women, in 2000 the World Health Organization and 
UNAIDS developed second-generation surveillance guidelines 
that recommended the use of a variety of data to obtain a more 
complete picture of the HIV epidemic and promoted the adapta-
tion of countries’ HIV surveillance systems to the type and stage 
of their HIV epidemics (5). This was followed by the inclusion of 
voluntary HIV testing within large-scale, nationally representative 
surveys, such as the Demographic and Health Survey (DHS) (6).

A review of seven surveys conducted during 2001–2004 found that 
these population-based surveys provide reliable, direct estimates 
of national and regional HIV seroprevalence among men and 
women, irrespective of their pregnancy status (7), assuming that 
the HIV prevalence rates of non-respondents were the same 
as those of the respondents. A subsequent comparison of the 
two surveillance methods found that HIV prevalence derived 
from antenatal clinic surveillance data generally overestimate 
population-based survey prevalence by approximately 20% (95% 
confidence interval, 10–30%) in both urban and rural areas (8). 
However, antenatal clinic surveillance remains an important way 
to track time trends in HIV prevalence.

Meanwhile, in lower-level epidemics different challenges were 
faced by epidemiologists who needed to collect data among 
socially marginalized subpopulations at higher risk of HIV 
infection, such as people who inject drugs, sex workers and 
men who have sex with men. New, more accurate methods 
of sampling, including time–location sampling and respon-
dent-driven sampling—a more statistically rigorous version of 
snowball sampling, where existing study subjects recruit future 

2015 April

The Champions come together to announce strengthened  

efforts for an AIDS-free generation in Africa

CHAMPIONS
FOR AN AIDS-FREE GENERATIONTwo studies demonstrate that the antiretroviral medicines tenofovir and 

emtricitabine when used as PrEP are 86% effective in preventing new HIV 

infections among men who have sex with men.

2015 February
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EXHIBIT A 

CHRISTOPHER MURRAY
Professor of Global Health, University  

of Washington, United States of America  

Over the course of the past two decades, we have learned 

that through concerted action the world can unite to 

address an epidemic that seemed impossible to overcome. 

With smart investments, global coordination and leader-

ship from UNAIDS and others, we have stopped the rise of 

the AIDS epidemic to a very substantial extent. That was 

a tremendous achievement, but it has been followed by a 

period of great uncertainty.

After the initial enthusiasm around battling a new epidemic, 

the funding for the response has stalled, decreasing by 

1% between 2013 and 2014. The needs for prevention, 

diagnosis and treatment, meanwhile, remain massive and 

unmet. According to the estimates of the Institute for Health 

Metrics and Evaluation, approximately 2 million people are 

infected with HIV every year, and there are now nearly 30 

million people living with HIV globally. We now need to 

figure out how to match our funding requirements even 

more closely to the interventions that are likely to provide 

the greatest impact.

Fortunately, the use of data analysis to combat the epidemic 

has been critical from the start of the response. UNAIDS 

was formed in part to address a chasm in adequate informa-

tion gathering. Over time, data analysis and reporting in the 

response have proven to be great examples of how using 

limited information and improving it over time can drive 

funding, attention and political response. 

Had we waited until we were able to perfect the analytical 

process for measuring the impact of the epidemic, millions 

more people would undoubtedly be dead or suffering for 

our lack of action. Now, in this new era, we have an oppor-

tunity to assess our successes, learn from our mistakes 

and make even more substantial improvements in how we 

account for both.

One challenge we must meet is developing a better 

understanding of how to maximize the effectiveness of 

antiretroviral therapy. At the Institute for Health Metrics and 

Evaluation, we found wide variation in the quality of antiret-

roviral therapy treatment programmes. Further research is 

urgently needed so that national health systems can learn 

from the best-performing programmes. 

In many ways, the effort to end the AIDS epidemic is exhibit 

A in how to successfully combat a disease. That makes it all 

the more crucial that we pay close attention to progress in 

new cases, death rates and management of the disease as a 

chronic condition.  
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and shared with the scientific community every two years in  
peer-reviewed journals (20).

The Global Burden of Diseases, Injuries and Risk Factors 
Study (GBD), managed by the Institute for Health Metrics 
and Evaluation, has so far produced two sets of HIV and AIDS 
estimates for 2010 and 2013. The 2013 GBD set of estimates (20) is 
closer to the country-owned estimates coordinated by UNAIDS, at 
a 14.5% difference for 2012 mortality estimates compared to a 21% 
difference for 2010 in the 2010 GBD set of estimates (21). It can 
be expected that differences will narrow further in future years as 
weaknesses in both sets of estimates are addressed (22).

ÒLETÕS TALK ABOUT SEXÓ:  MEASURING 

SENSITIVE BEHAVIOURS

As the dramatic scale of the HIV epidemic emerged in the 1980s, 
epidemiologists scrambled to understand the behaviours that were 
driving the spread of the virus. Sexual intercourse among men 
who have sex with men and the sharing of injecting equipment 
among people who inject drugs were quickly identified as key risk 
behaviours driving the spread of HIV in specific subpopulations. 
However, the rapid spread of HIV among the general population 
in eastern and southern Africa was poorly understood, as was the 
risk of similar hyperepidemics in other parts of the world.

Concerns grew of a second wave of hyperepidemics in China, 
Ethiopia, India, Nigeria and the Russian Federation that 
could cripple global development efforts and threaten global 
security (23). The HIV response needed more data on a  
sensitive topic: sex. But do people accurately report their sexual 
behaviour when they speak with data collectors whom they  
have never met before?

The study of sexual behaviour dates back to the eighteenth century 
and was thrust into the mainstream of western public opinion in 
1948 by Alfred Kinsey’s publication, Sexual behavior in the human 
male (24). Early studies were esoteric, small in scale and relied 
on volunteers who were willing to discuss their sexual experi-
ences. These volunteers tended to be more sexually experienced, 
sensation seeking and unconventional and to have more relaxed 
sexual attitudes and behaviours than those randomly recruited 
from the general population (24).

The AIDS response needed to understand the dynamics of 
sexual behaviour in the mainstream. But up until the mid-1980s, 
many governments refused to provide funding for large-scale 

sexual behaviour surveys (25). In 1987–1989, the World Health 
Organization’s Global Programme on AIDS (GPA) pioneered 
a collaborative research programme with research institutes in 
approximately 20 low-income countries to conduct national 
or municipal surveys to measure the prevalence of sexual risk 
behaviour for HIV and to monitor change over time (28).

Whether they were married or not, survey respondents were asked 
about their sex partners, condom use, onset of sexual relations 
and symptoms of sexually transmitted infections. These first-ever 
population-based probability surveys on sexual behaviour showed 
that it was possible to investigate such intimate behaviour and they 
helped legitimize an area of study that was traditionally limited 
to marriage systems, nuptiality and fertility. In 1995, an AIDS 
module of HIV-related sexual behaviour questions was proposed 
to countries as part of the DHS programme administered to 
women and men of reproductive ages, which helped standardize 
data collection and measure trends over time (26).

Before HIV, it was already clear that some respondents to fami-
ly-planning surveys were unwilling to report abortions and the 
use of condoms and other contraceptives (27). In HIV-related 
behavioural surveillance, women have been shown to be much 
less likely than men to report non-marital sexual partnerships 
and there is also evidence that young men tend to exaggerate their 
non-marital sexual experiences (24).

A multicountry analysis of data from the 30 Fast-Track 
countries most affected by the AIDS epidemic reveals that of 
the 21 countries that have data to assess national trends in HIV 
prevalence among 15–24-year-olds in recent years, the majority 
show declines in HIV prevalence that are likely due to a fall in new 
infections. In most countries with prevalence declines, declines in 
risky sexual behaviours were also documented (28).

Studies of sexual networks during the 2000s highlighted that  
some types of sexual networks, including age-disparate partner-
ships, commercial sex and concurrency—when someone  
begins a new sexual partnership before ending a previous sexual 
partnership—may have played a significant role in the develop-
ment of hyperepidemics. For concurrency, research also continues 
into optimal methods and corresponding indicators (29). In 
response, the Southern African Development Community 
launched a mass media campaign to prevent high rates of multiple 
and concurrent sexual partnerships, especially among young men 
and women, and to promote male circumcision and consistent 
condom use (30).

2015 May

Further evidence shows that starting antiretroviral 

therapy early saves lives

2015 May

UNAIDS calls for sustained commitment to develop 

an effective HIV vaccine.
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Nations Secretary-General of an annual progress report that iden-
tifies key challenges and recommends actions required to meet 
those challenges and achieve the agreed targets (38). In the words 
of the Declaration, “maintaining the momentum and monitoring 
progress are essential.”

In 2004, all 189 United Nations Member States were asked to 
report on their progress and 102 submitted national reports to 
UNAIDS. The result was the most comprehensive assessment of 
national responses to HIV at that time. The analysis found that 
investment in national HIV responses and research had dramat-
ically increased, along with public awareness, policy reforms and 
mobilization of non-health sectors and the private sector. However, 
this progress was overshadowed by a grim assessment of the 
trajectory of the epidemic: continued growth in HIV infections 
in all parts of the world, extremely low HIV prevention coverage, 
anaemic policy responses to the stigma and discrimination faced 
by people living with HIV and the gender dimensions of the 
epidemic, a rapidly growing number of children orphaned by 
AIDS and alarmingly low coverage of antiretroviral therapy (38).

In 2003, data from countries showed that a mere 300 000 people 
in low- and middle-income countries were receiving antiretroviral 
therapy. UNAIDS, the World Health Organization and the Global 
Fund to Fight AIDS, Tuberculosis and Malaria declared the lack 
of access to antiretroviral therapy a global health emergency. The 
resulting “3 by 5” campaign—calling for 3 million eligible people 
in low- and middle-income countries to receive effective antiret-
roviral therapy by the end of 2005—bolstered civil society’s call for 
dramatically expanded access to life-saving medicines.

In 2006 and 2011 new targets were agreed by Member States at the 
United Nations. These new targets required a revised set of indica-
tors for reporting. The 2011 United Nations High-Level Meeting 
on AIDS set out additional ambitious targets to be reached by the 
end of 2015, including 15 million people receiving antiretroviral 
therapy. The corresponding Global AIDS Response Progress 
Reporting indicator set includes 14 indicators on sexual trans-
mission of HIV, five indicators on transmission of HIV among 
people who inject drugs, three indicators on mother-to-child 
transmission of HIV, two indicators on antiretroviral therapy, one 
indicator on tuberculosis deaths among people living with HIV, 
one indicator on AIDS spending and four indicators on critical 
enablers of the HIV response and synergies with development 
sectors. Driven by this revised indicator set, country reporting and 

Studies of HIV-related risk behaviours among key populations 
have similar challenges. For example, men who have sex with men 
who are recruited from sexually transmitted infection (STI) clinics 
have higher risk behaviours than those who are not STI patients 
and thus overestimate the prevalence of these behaviours (24). 
Nonetheless, careful analysis of response bias over the years has 
determined that the sexual behaviour data collected through 
population-based surveys—as well as qualitative information 
collected through anthropological methods when triangulated 
with biological data—allow better interpretation of HIV dynamics 
and are particularly important to explain recent declines in 
HIV prevalence. Reporting bias continues to be investigated 
and addressed in a variety of ways (e.g. computer-assisted self-
interviews and polling booth surveys) (31, 32).

Many countries have remained reluctant to target HIV preven-
tion services at populations at higher risk of HIV infection. 
Countries were encouraged to “know your epidemic, know your 
response” (33). To help understand the role of modes of transmis-
sion (MoT), an MoT model was developed that analyses the  
distribution of most recent HIV infections, identifies key popula-
tions at greatest risk of infection, assesses the degree of alignment 
between national prevention priorities and resource investment 
and makes policy and programming recommendations aimed at 
establishing and implementing a stronger and more effective HIV 
prevention strategy (34).

MoT studies were conducted in many countries, leading to 
important efficiency gains. Country-specific applications of 
MoT analyses highlighted and quantified the contribution of 
key populations to countries’ epidemics; for example, in western 
and central Africa (35) and in the southern Africa region (36). 
In Morocco, the MoT study conclusively showed that new HIV 
infections occur mainly among female sex workers, people who 
inject drugs, men who have sex with men and the sexual partners 
of these subpopulations. This evidence convinced policy-makers 
to redirect financial resources to HIV prevention programmes for 
these populations from 25% in 2008 to 57% in 2013 (37).

DATA FOR ACCOUNTABILITY

The Declaration of Commitment adopted by the United Nations 
General Assembly’s 2001 Special Session on HIV/AIDS called 
for careful monitoring of progress by countries, periodic national 
reviews, including civil society, and the compilation by the United 

2015 June

United States Food and Drug Administration approved the world's 

first paedisatric formulation for the treatment of AIDS in infants 

and young children
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UNDP and UNAIDS back efforts by least-developed 

countries to secure sustainable access to treatment
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the compilation of data by UNAIDS has revealed a detailed picture 
of progress for countries around the world.

Critical to the establishment of core indicators and smooth 
reporting against them has been the work of the UNAIDS-
convened Monitoring and Evaluation Reference Group (MERG). 
The MERG was comprised of the most active multilateral, bilateral 
and nongovernmental organizations collecting and analysing 
country-level data on the HIV epidemic and response. In 2002, 
the MERG recommended a set of 25 core indicators for the 
global HIV response, including the five indicators used for 
monitoring Millennium Development Goal 6. The core indica-
tors were designed to measure each facet of the epidemic and 
response: global commitment and action, national commitment 
and action, national programme performance, the adoption of 
safer behaviours to reduce the risk of HIV and the impact of the 
response on the number of new HIV infections (38).

COUNTRY OWNERSHIP DRIVES  

GREATER USE OF DATA

The percentage of countries reporting against their Millennium 
Development Goal 6, United Nations General Assembly Special 
Session and United Nations High-Level Meeting on AIDS 
commitments rose from 53% in 2004 to 80% in 2008 to 93% 
in 2015. Compared to the reporting that preceded it, the high 
response rate has been attributed to greater country ownership 
of the targets agreed in the United Nations General Assembly, a 
firm commitment to report progress regularly through national 
systems and a participatory, transparent process for generating the 
national reports.

The reporting process has also stimulated the building of national 
capacities to collect and analyse data. In the 2000s, strengthening 
national monitoring and evaluation system capacity was priori-
tized by development partners. Country-owned HIV monitoring 
and evaluation systems were established based on the Three Ones 
principles, which sought to create a nationally unified data system 
to support the information needs for the AIDS response and 
strengthen broader health information systems.

From 2003 onwards, ownership of the estimates was moved from 
United Nations agencies to countries, with country estimation 
teams assuming responsibility for developing and using their 
countries’ estimates, such as in Jamaica (39). Improvements in the 
precision of HIV estimates and their increasing granularity enable 
better-informed allocation of funds for programming in specific 
locations and for specific populations.

HIV programme managers are using increasingly granular 
estimates combined with geolocated data from health facilities to 
more precisely and effectively adapt services to reach ever-greater 
numbers of people in need (40). For example, Kenya’s epidemic 

map shows that HIV is concentrated in the western part of the 
country and within that region HIV is concentrated in certain 
counties. The risk of acquiring HIV in these high-burden counties 
can be more than 10 times greater than in other parts of Kenya. 
Tailoring packages of HIV prevention, testing and treatment 
services to these epidemic patterns could avert up to 600 000 
additional HIV infections by 2030 with the same overall budget. 
Similarly, 92% of new HIV diagnoses in the United States of 
America since 2008 have occurred in one quarter of the country’s 
counties.

Country ownership of estimates and the national dialogue 
required to finalize country reports facilitated stronger apprecia-
tion of the coverage gaps of key services, including antiretroviral 
therapy and the provision of antiretroviral regimens to prevent the 
infection of children born to mothers living with HIV. Countries 
closely tracked improvements in these indicators, which helped 
to achieve progress; for example, against the Global Plan towards 
the elimination of new HIV infections among children by 2015 and 
keeping their mothers alive. Country reports thus exerted a tangible 
influence on national policy-making and implementation (41).

DEMOCRATIZATION OF THE  

OWNERSHIP AND USE OF DATA

An important innovation of country reporting against United 
Nations General Assembly commitments on HIV is the 
unprecedented role of civil society. The 2001 Declaration of 
Commitment explicitly called for civil society engagement in both 
the HIV response and efforts to monitor progress. The reporting 
process subsequently designed by UNAIDS had two important 
mechanisms to facilitate these commitments to inclusivity and it 
democratized the collection and use of HIV response data: the 
National Composite Policy Index (NCPI) and shadow reporting.

The NCPI, used since 2003, and the revised National 
Commitments and Policies Instrument, used since 2006, contain 
a range of questions that measure progress in the development 
and implementation of national-level AIDS policies. The NCPI 
questionnaire contains two parts: Part A is completed by the 
government and Part B is completed by representatives of civil 
society organizations, bilateral agencies and United Nations 
organizations. Some of the questions appear in both parts, 
allowing reporting of both the official government view and the 
view of nongovernmental stakeholders.

An analysis of two reporting rounds found that 98% of countries 
that included information on NCPI participants reported consul-
tation with local nongovernmental organizations (NGOs) (42). 
The analysis revealed that the NCPI process recorded differences 
of opinions between government and civil society on HIV service 
provision and that discussion with civil society during completion 
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of the NCPI at times led government to reconsider issues in the 
national AIDS response.

In Viet Nam, the NCPI process revealed that civil society partners 
had access to information on stigma and discrimination that the 
government was unaware of. The government subsequently set  
up a more formal liaison mechanism with civil society partners. 
The inability of Ethiopia to report on several indicators related  
to populations at higher risk resulted in more activities  
targeting these subpopulations being included in the national 
strategic plan (42).

Another analysis found that participatory completion of the NCPI 
survey over 10 years has drawn attention to national laws and 
policies around the world that inhibit effective HIV responses, 
such as legislation that obstructs the distribution of sterile needles 
and syringes to people who inject drugs, allows condoms to be 
used as evidence of sex work and criminalizes same-sex sexual 
relationships (43).

In instances where civil society was unable to participate in 
international HIV response reporting, or where it believed that 
its views were inadequately reflected in the national progress 
reports, NGOs were encouraged to present shadow reports to 

UNAIDS. In 2007, approximately 25 country shadow reports were 
submitted, some addressing specific concerns such as reproductive 
health, young people’s needs or gender issues (41). In more 
recent years, fewer shadow reports were produced, suggesting a 
greater involvement of civil society in joint country reviewing and 
reporting processes.

Democratization of HIV data has been pushed further forward by 
the People Living with HIV Stigma Index, a survey conducted by 
national networks of people living with HIV to measure the level 
of stigma and discrimination faced by their peers (44). The mobile 
device application iMonitor+, launched in 2014, uses global 
positioning satellite technology to send users information on 
where to access condoms, HIV testing, counselling and treatment 
and other key services. If there are stock-outs of antiretroviral 
medicines and other HIV commodities, the user can send alerts to 
a central dashboard and be directed in real time to other services 
nearby. Users can also use the dashboard to report any experience 
of stigma or violation of their rights in HIV service and other 
delivery settings (45).

In sum, the collection and availability of data in a transparent and 
timely fashion has put power in the hands of people and planners 
so they can act together and make a difference.

2015 July

UNAIDS launches new report:  

How AIDS changed everything 
2015 September

Countries will shape and adopt a new development 

agenda that will build on the MDGs.
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1 MEASURING  

INCIDENCE

Newer assays and recent infection testing algorithms have the 
potential to provide more reliable measures of incidence. However, 
precise estimates will require very large survey sample sizes.

2 MONITORING 90Ð90Ð90 AND THE 

TREATMENT CASCADE

Reliable information about the treatment cascade is varied. In 
coming years, efforts have to be strengthened to monitor progress 
against the 90–90–90 HIV treatment targets. This requires that the 
new elements—awareness of status among people living with HIV 
and viral load among people receiving antiretroviral therapy—has 
to be measured and tracked over time.

3 INTEGRATION OF MULTIPLE  

STREAMS OF DATA

HIV data comes from a variety of sources and methods. These 
include programme data from health facilities and communi-
ty-based programmes and surveillance data from surveys and 
facilities. Effective integration of these data sources is required to 
produce more powerful strategic information that helps real-time 
monitoring and programme implementation.

4 MEASURING STIGMA AND 

DISCRIMINATION FACED BY 

PEOPLE LIVING WITH HIV AND KEY 

POPULATIONS AT HIGHER RISK OF 

HIV INFECTION

Currently, most data concerning stigma and discrimination are 
either anecdotal or reported cases by members of key populations 
themselves. People who discriminate can rarely be expected to 
report their own behaviour. However, some studies have shown 
that when the conditions are right, people providing health 
services can provide data about their own behaviour towards key 
populations and people living with HIV.

5 MAINTAINING THE MOMENTUM OF 

HIV-RELATED DATA COLLECTION 

AND STRATEGIC INFORMATION 

GENERATION WITHIN A WIDER 

GLOBAL DEVELOPMENT FRAMEWORK

There is a global call for reducing the burden of reporting for 
countries. As the use of data for advocacy and policy-making 
increases, the demand for data has increased across health and 
development issues. Such calls must be backed with increased 
investments for strengthening the capacity and mainstreaming 
of monitoring and evaluation in programme planning and 
implementation.

GAPS AND CHALLENGES 

TODAY
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ACTIONS FOR THE

FUTURE

1 SYSTEMATIZE THE COLLECTION OF 

GEOLOCATED PROGRAMME DATA 

FROM NATIONAL INFORMATION 

SYSTEMS AND COMBINE THEM WITH 

EPIDEMIOLOGICAL DATA AT THE 

APPROPRIATE LEVELS

This step will support real-time adjustments in implementation of 
programmes, plug gaps in data and eliminate biases of different 
methods of data collection. The availability of geolocated data will 
help direct HIV services to places where the need is most as well 
as help shift services as these locations change dynamically.

2 UNDERSTANDING THE STATUS AND 

TREND OF THE HIV EPIDEMICS 

AMONG KEY POPULATIONS

Despite much progress in reaching key populations with HIV 
services, saturation of HIV programmes is inhibited by lack of 
data, including size estimates, service provision, service uptake, 
HIV prevalence and risk behaviours. Improved understanding 
of the trends by building on a variety of data sources, including 
size estimates, surveys, service provision data and data from new 
technologies, is urgently required.

3 HARNESSING DATA  

FROM NEW MEDIA

The recent explosion in the use of smartphones and other devices 
that can receive and transmit information from global positioning 
satellites has changed the way we work, socialize, shop and travel. 
They have also changed the way HIV services must be delivered 
and remain current. These information sources must be leveraged 
to build a more detailed, vivid and real-time understanding of the 
HIV epidemic.

4 DATA TRANSPARENCY  

AND EASE OF USE

The power of making data available in a transparent and easy-
to-use manner has changed the way HIV services are planned and 
delivered. As more data are generated by communities and civil 
society and made available to them in an easy-to-use fashion, the 
more accountability can be ensured. Creative and simple visual-
ization of data can create a new body of activists who can demand 
and effect change.

5 ENSURING THAT DATA DRIVES 

DECISION-MAKING TOWARDS 

SUSTAINABLE RESPONSES

The ultimate use of data is to bring change, direct investments to 
places that require it, and ensure equity and delivery of quality 
HIV services. With strong data, policy-makers can plan for the 
future and create conditions that ensure sustainability of HIV 
responses.
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ENSURING NO ONE IS LEFT BEHIND

CLOSE THE GAP
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THE GLASS IS ONLY HALF FULL

Fifteen million people on antiretroviral therapy is cause for 
celebration. So is each and every achievement associated 
with the AIDS response: reductions in new HIV infections, 
AIDS-related deaths, prices. And while some barriers remain, 
significant progress has been made and needs to be celebrated: 
reduction of stigma, discrimination, punitive laws, bad policies, 
travel restrictions, costs of delivery, out-of-pocket expenses, 
transaction costs, removing barriers of age of consent for testing, 
decriminalization of sex work. Each achievement, however small 
or big, has directly translated into lives saved, dignity restored and 
hope provided for individuals, communities and nations.

The success story is notable. It has been driven by the activism and 
leadership of people living with HIV, affected communities, inter-
national solidarity, domestic political leadership, scientific break-
throughs and, most importantly, the resilience of people. People 
living with HIV and affected key populations have demonstrated 
that they are not victims; rather, they are front-runners in the AIDS 
response, both globally and locally. People living with HIV, sex 
workers, men who sex with men, people who use drugs, transgender 
people, women and young people have devoted their energy to 
calling for—and delivering—HIV prevention and treatment access.

The collective effort of the global AIDS response has got us to 
where we are today, but not to where we want to be. Not everyone 
has benefited. Many people have been left behind.

Between 2000 and 2015, 25.3 million people have died of AIDS-
related causes, 1.2 million [980 000–1.5 million] in 2014 alone. 
During the same period, 38.1 million people were newly infected 
with HIV, 2 million [1.9 million–2.2 million] in 2014. The vast 
majority of AIDS-related deaths and new HIV infections could 
have been prevented.

The past cannot be changed, but the future can be shaped. 

It begins with understanding the gaps, the fault lines and the 
barriers. It also begins with an appreciation of how best to use 
what is available, even as the quest for better and more innovative 
solutions continues. 

For some time, countries and communities have squabbled about 
who is at risk and why. In the early 2000s, the world promoted 
the notion that everyone was equally at risk, everywhere. For the 
most part, this message helped bring attention to AIDS as a global 
problem that required global attention, but the universality of 
the disease masked the true weight of the burden and risk faced 
by some populations, and that ultimately translated into services 
being denied to them. 

Difficult discussions about sexuality, sexual behaviour, power, 
gender, and violence were swept under the carpet. Even the 
existence of key populations was questioned. Who are they? 
Where are they? Do sex workers and men who have sex with men 
exist? Are young women and adolescent girls more at risk than 

others? At other times, the demographic size of key populations 
was questioned, with some steadfastly believing that there couldn’t 
be so many people in certain groups.

In some places, old laws, policies and practices refused to yield to 
more progressive ones, while in others, new laws further exacer-
bated margnialization of communities already reeling from stigma 
and discrimination. Stories of health-care workers discriminating 
against people living with HIV still abound, alongside heroic 
stories of selfless sacrifices sacrifices also made by health workers. 

The billions of dollars that taxpayers and socially conscious 
individuals and institutions have invested in AIDS have played a 
critical role in providing life-saving services to millions of  
people, but millions more are waiting in line to be served. In  
this chapter, what remains to be finished and what is still to come 
is explored.

THE VOICE GAP

The people left behind are incredibly diverse in experience, but 
they do have one thing in common: they are politically weak and 
effectively disenfranchised. In such conditions, it is easy to be 
forgotten and sidelined. Leaders are not advocating for them or 
investing in them. 

Young women and adolescent girls often are politically invisible. 
Their voices often is crushed under the weight of culture, age and 
gender stereotypes that have endured for millennia. For example, 
nearly half of young women currently feel that they do not have 
control over decisions about their own health (1). When people do 
not have control over their health, they cannot be expected to fully 
utilize HIV services, even when they are available.

There are nearly 232 million international migrants who are often 
poor, living in squalid conditions and unable to vote (2). Added to 
this are another 740 million internal migrants who share similar 
conditions (3). The 30 million people who are incarcerated for 
some time each year do not have a voice or means to demand 
their rights (4). Sex workers, men who have sex with men and 
transgender people have been marginalized in almost all parts of 
the world. People who use drugs are seen as criminals rather than 
human beings with rights. 

THE LEGAL GAP

In many parts of the world, legal provisions related to sexual 
orientation and behaviour, gender and gender identity, residence, 
occupation, property rights and related issues are reasons to deny 
people access to HIV services. The criminalization of sex work, 
drug use and consensual adult same-sex relationships in a large 
number of countries hinders reaching people at highest risk of 
HIV with the services that have been shown to prevent, test for 
and treat infection. For example, new studies show that decrimi-
nalizing sex work has the potential to decrease new HIV infections 
by 33–46% over the next decade (5).
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Young people and adolescent often are unable to access sexual and 
reproductive health services without parental consent. In many 
places, young people begin to have sex earlier than the legal age 
of consent, which leaves them with the dilemma of how to access 
services safely and without fear; it also presents challenges to HIV 
service providers who wish to supply services to adolescent and 
young people. Many women, especially those living with HIV, 
lose their homes, inheritance, possessions, livelihoods and even 
their children when their partners die. This forces many to adopt 
survival strategies, including transactional sex, that increase their 
chances of contracting and spreading HIV.

Many migrants do not have access to public services (including 
health care), either because they do not have legal documentation 
or they are excluded by local policies. This undermines efforts to 
prevent and treat HIV in this vulnerable population (6). Migrant 
workers often are tested for HIV without informed consent, and 
in 36 countries, they are denied entry, stay and residence visas 
if they test positive (7, 8). All Gulf Cooperation Council (GCC) 
countries—popular destinations for migrant workers from South 
and southeast Asia—impose restrictions on entry, stay and 
residence for migrant workers based on HIV status (9). 
In 76 countries, same-sex sexual practices are criminalized 
and socially unacceptable, and they are punishable by death 
in seven countries (10). Sex work is illegal and criminalized in 
116 countries (11). For people who inject drugs, the legal envi-
ronment in most countries works against the effective use of 
harm reduction services because of penalties associated with 
drug use (including the death penalty for drug-related offences in 
30 countries). HIV transmission is criminalized in some form or 
other in 61 countries. 

While punitive laws abound, legal protection from discrimination 
is patchy, and it varies widely across different groups. National 
Commitments and Policy Instrument (NCPI) data from 2014 
reported to UNAIDS by 117 countries showed that 68% reported 
having non-discrimination laws that specify protections for people 
living with HIV. Only 28%, however, specifically protect the rights 
of sex workers; similarly, only 26% protect the rights of men who 
have sex with men, while 22% protect transgender people, and 
20% protect people who inject drugs.

Transgender people are not recognized as a separate gender in 
most countries, and they are generally absent from public policy 
formulation and social protection programmes. In many places, 
transphobia is expressed through punitive and discriminatory 
laws and policies that contravene international laws on universal 
rights to health (12–15). This includes criminalizing so-called 
cross-dressing, labelling transgender people as “abominations” 
and requiring sterilization as a precondition for eligibility for sex 
reassignment surgery. Transgender sex workers also are subjected 
to stigma, discrimination and violence, with male-to-female trans-
gender sex workers often rejected by sex work establishments (in 
addition to the marginalization they face in broader society)(15). 

THE FEAR OF VIOLENCE GAP

Violence and intimidation take many shapes and forms, and they 
target many people. Perpetrators can come from many areas: law 
enforcement authorities, sexual partners, health-care providers, 
school teachers, parents, employers, peers and neighbours.  
People who experience fear and violence also can be anyone:  
men, women, sex workers, people who use drugs, transgender 
people, prisoners, displaced people, men who have sex with  
men, young and old.

The threat or use of violence by aggressive sexual partners is an 
expression of power, which makes it more difficult for sex workers, 
prisoners and women to negotiate sexual boundaries (such as 
using a condom or refusing intercourse). For example, in the 
United States of America, 4.5% of inmates in prison experience 
sexual violence (5). 

The violence of sexual or physical abuse in childhood and adoles-
cence is associated with more risk-taking behaviours later in life. 
This includes transactional sex, drug use and age-discordant rela-
tionships with men who also are at higher risk of HIV (16–21). 

Women have higher reported rates of intimate partner violence 
than men, and mounting evidence from around the world shows 
an association between intimate partner violence and HIV 
(22–26). Women and girls, both within the general population and 
key affected populations, are more likely to be living with HIV if 
they have experienced intimate partner physical or sexual violence. 
They also are more likely to experience intimate partner violence 
as a result of being known to be living with HIV (27–30,32). 
Available data suggest that ever-married adolescent girls and 
young women aged 15–24 years are the most affected by intimate 
partner violence: the prevalence of intimate partner violence in 
the last 12 months ranges between 9% and 59% among ever-mar-
ried or partnered women aged 15-49 years in almost 50 reporting 
countries (31). Modelling suggests that eliminating sexual violence 
alone could avert 17% of HIV infections in Kenya (32).

Women living with HIV also have been shown to experience higher 
rates of intimate partner violence during pregnancy compared with 
women who were not living with HIV during pregnancy (33–35). 
Women living with HIV report institutionalized violence—such 
as forced sterilization, contraception and abortion, stigma and 
discrimination—both within and outside the health system. 

Evidence has begun to emerge that directly establishes a causal 
link between intimate partner violence and risk of HIV (28). Men 
living with HIV are more likely to be physically violent, and male 
perpetrators of intimate partner violence also are more likely to 
engage in risky sexual behaviour (such as multiple and concur-
rent sexual relationships, and transactional sex) (36). Fear of 
violent repercussions by family and community members makes 
it extremely difficult for many pregnant women living with HIV 
to access services that prevent mother-to-child transmission. 
Children living with HIV and adolescent girls also continue to  
be poorly reached by the AIDS response.
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Social ostracism is a fact of life for people from key popula-
tions, and it fuels their risk of HIV. The fear of losing clients and 
damaging business makes sex workers living with HIV unwilling 
to disclose their HIV status to clients and peers (37–38).
People who inject drugs are frequently at the mercy of abusive 
law enforcement officers. Fear of unauthorized police practices 
due to syringe possession—including unwarranted arrest and 
detention, or sexual harassment and extortion—can deter people 
from accessing clean needles; it also fosters negative interac-
tions between police and the clients and staff of needle exchange 
programmes (39–43). In Asia, 300 000 people who use or are 
suspected of using drugs—as well as people who have engaged in 
sex work and children who have been victims of sexual exploita-
tion—are detained without due process in the name of “treatment” 
or “rehabilitation.” Incarceration in such centres often involves lack 
of access to evidence-informed health care, including services for 
HIV prevention and treatment, and for drug dependence (44). 

THE HUMAN RIGHTS GAP

Pervasive social, cultural and religious attitudes that stigmatize 
and discriminate against sections of society and populations 
perpetuate fear and isolation. This can make certain groups less 
willing to be tested, or make them reluctant to access prevention 
information, services, commodities or HIV treatment. HIV-related 
stigma also can have a negative effect on disclosure of HIV to 
partners (45). 
The People Living with HIV Stigma Index surveys show that 
harmful prejudice is experienced on a daily basis within the heart 
of the family and community. In a survey conducted across nine 
countries in the Asia and Pacific region, 25% people living with 
HIV reported HIV-related exclusion from their family, 25–75% 
reported being the subject of gossip, and 33% had been excluded 
from family events and social gatherings (46). 
Pooled data from over 50 countries indicate that one in eight 
people living with HIV is denied health care. Other human rights 
violations reported include violence and social isolation from 
family and community, restriction sin housing, inheritance rights, 
employment and education, and they can lead to denial of the 
right to travel and work overseas. 

Negative and judgmental health worker attitudes towards people 
living with HIV, sex workers, people who inject drugs, men who 
have sex with men and transgender people is one of the biggest 
barriers to accessing health services, including those for HIV, and 
it is associated with lower uptake of HIV testing (47–52). For 
example, a study in Jamaica found that the perceptions of stigma 
and discrimination reported by men who have sex with men and 
sex workers were corroborated by health workers who provided 
them with services (53).

Homophobia and transphobia are widespread. A recent Pew 
Research Centre poll of 40 countries and territories found that 
half or more of respondents in most countries said that they 

believed homosexuality was morally unacceptable. Over 90% of 
respondents in Egypt, Ghana, Indonesia, Jordan, State of Palestine, 
Tunisia and Uganda expressed this view (54). Homophobia can 
be an obstacle to the provision of prevention options, such as 
pre-exposure prophylaxis (55, 56). Drug use also is associated 
with a great deal of stigma in almost all countries, and people who 
inject drugs live in a largely hostile legal environment.

THE GENDER EQUALITY GAP

Gender norms related to masculinity can encourage men to 
objectify women, have more sexual partners or have sexual 
relations with much younger women. In some settings, this 
contributes to higher infection rates among young women than 
young men. Other norms related to masculinity stigmatize men 
who have sex with men, encourage homophobia and foster uneven 
power relations with women.

Similarly, norms related to femininity can prevent women—
especially young women—from accessing HIV information and 
services. Lack of educational and employment opportunities for 
adolescent girls and young women hamper their ability to assert 
their independence, including in sexual relationships.

Harmful gender norms that discriminate against women living 
with HIV isolate them from HIV services. Many women need to 
seek permission or financial support from their husbands to access 
treatment, and they also may be prevented from accessing it by 
high transportation costs (57). Non-disclosure prior to initiation 
of antiretroviral therapy among pregnant women also is associated 
with lower rates of treatment adherence. 

Female migrants in transit may be forced to engage in 
transactional sex to facilitate their border crossing, and sexual 
harassment, abuse and rape are commonly reported by female 
labour migrants (58).

Age-disparate sexual relationships in South Africa 
among males and females aged 15Ð19, 2002Ð2012
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ÒIn fact, it seems to me 
that making strategic 
alliances across  
national borders in  
order to treat HIV 
among the worldÕs 
poor is one of the last  
great hopes of  
solidarity across  
a widening divide.Ó

PAUL FARMER
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Gaps in treatment, prevention and non-discrimination goals
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MALE INVOLVEMENT GAP

Getting men to access HIV prevention and treatment services is 
proving harder than expected. Fewer men are on antiretroviral 
therapy than women, and fewer men are tested for HIV; fewer 
male clients of female sex workers have access to HIV services, 
and few men attend antenatal clinics services with their pregnant 
partners. In short, HIV programmes have failed to engage men 
meaningfully. 

At the same time, it is clear that the role of men in the transmis-
sion of HIV is significant. Age-disparate sex, violence, reluctance 
to use condoms and refusal to let women access health services 
all stem from stereotypical gender norms. Most HIV prevention 
options are male-controlled, yet uptake has been mixed. Male 
circumcision, for example, offers a clear, direct benefit for men, 
yet despite concerted efforts to roll out voluntary medical male 
circumcision programmes, 6 out of 10 adult males have not yet 
had the chance to be circumcised in the 14 priority countries that 
provide reports.

THE PRIORITIZATION GAP

In many countries, inappropriate prioritization and lack of focus 
means that HIV-related programmes often neglect the populations 
that bear the bulk of the burden or those who are at greater risk. 
There also has been a failure to identify local epidemics within 
countries and districts in order to saturate local HIV programmes 
quickly enough. This targeted strategy would help avert the spread 
of the virus. 

For example, the majority of new HIV infections in Kenya occur 
in just nine (of 47) counties. Similarly, recent analysis by UNAIDS 
shows that 66% of new HIV infections in Nigeria occur in 13 of 
the 34 states (including the federal capital, Abuja, as a state). In 
Malawi, 50% of all people living with HIV over the age of 15 years 
live in six of the 28 districts in the country. By giving priority to 
these areas, more people can be reached and more lives saved.

One of the most efficient and cost-effective ways of responding 
to HIV is by investing in the programmes that reach the people 
at highest risk of HIV. Countries are failing to do this, however, 
instead inefficiently allocating funds to programmes with lower 
impact or failing to bring more effective programmes to scale 
largely due to marginalization and invisibility of the  most affected 
populations.

The population and location approach has the potential to bring 
needed HIV services to a large number of people in record time, 
increase efficiencies and generate more impact. This approach also 
needs to be rights-based, focusing on empowering people that are 
most marginalized and affected to seek and get services that are 
available, accessible, acceptable and of good quality. Using this 
approach can have a direct impact on addressing the treatment 
and prevention crisis that could unfold rapidly.

Men who have sex with men and sex worker  
experiences in accessing health services and 
programmes

Enacted stigma towards men who have sex with men, 
sex workers and people living with HIV in Jamaica, 
reported by health-care staff

Source: FHI360/USAID/PEPFAR.
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THE IMPENDING TREATMENT CRISIS

Despite tremendous progress in the number of people living 
with HIV on treatment—14.9 million in 2014—almost almost 
22 million of 36.9 million people living with HIV do not have 
access to antiretroviral medicines, and only 820 000 of 2.6 million 
children living with HIV children have access to treatment. Even 
worse, only slightly more than half of all people living with HIV 
know their HIV status. 

Without rapid scale-up, the benefits of antiretroviral therapy—for 
averting illness, saving lives and preventing new HIV infections—
cannot be maximized. In sub-Saharan Africa, it is estimated that 
approximately two thirds of adults living with HIV have not 
achieved viral suppression, which is the ultimate aim of HIV 
treatment. This failure is a consequence of gaps and shortfalls at 
each stage of the treatment cascade process.

But the treatment crisis that is looming goes beyond knowledge of 
HIV status among people living with HIV.

The first challenge is the more than doubling of demand for 
treatment in the next five years. It took 15 years to reach 15  
million people with treatment, but the next 15 million people 
have to be reached in only five years. Consider sub-Saharan 
Africa, the region where the majority of the scale-up has to take 
place: the number of people requiring treatment there will rise to 
28.1 million by 2020, and of those, almost 3 million may require 
second- or third-line treatment.

Total funding needs for sub-Saharan Africa will rise from US$ 
11.3 billion in 2015 to US$ 15.8 billion in 2020. The Global Fund 
to Fight AIDS, Tuberculosis and Malaria (Global Fund) replen-
ishments have set goals to 2017. The annual funding of the United 
States President’s Emergency Plan for AIDS Relief (PEPFAR) may 
not increase much over the next several years. Countries must 

commit to working to meet these needs; currently, approximately 
60% of the national needs come from only four countries, with 
40% of countries providing less than 20%.

There are too few suppliers of antiretroviral medicines. Two 
companies hold a combined market share of 71%; there are fewer 
than 10 companies supplying the total market, and they do not 
have capacity to fill any gaps or shortfalls in supply. The prices of 
the raw ingredients (API) are too high, accounting for between 
65% and 96% of the cost of formulations, leaving formulators with 
single digit gross margins and no profit. Manufacturers continue 
to supply antiretroviral medicines in line with their corporate 
social responsibilities. The diagnostics market is unattractive, and 
two companies supply over 90% of the market, with major demand 
increases expected. Costs of equipment, reagents and maintenance 
add to the mix. 

Sub-Saharan governments will need to support local manufac-
turing. Building robust pharmaceutical manufacturing capacity 
will require substantial upfront investments, including assistance 
from international donors, and it will not happen overnight. As 
a recent analysis commissioned by UNAIDS and other United 
Nations partners found, the pace of North–South and South–
South collaborations towards local manufacturing in sub-Saharan 
Africa is far too slow, and it must be accelerated.

HIV service uptake is highest and most consistent when  
provided by communities themselves or in close proximity to 
affected communities. But when these services are far away from 
where people live, the utilization of such services, even when they 
are life-saving, is low. A recent study in South Africa showed  
that the probability of starting antiretroviral therapy on time 
decreased by 3% for every kilometre a person lived from the 
closest local health clinic.

HIV prevalence among boys and girls in two schools in KwaZulu-Natal, South Africa, 2012
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Where access to antiretroviral medicines is guaranteed free of 
charge by the state, HIV still presents insurmountable health costs 
to many people because of the costs of associated care. These 
may include tests to monitor a person’s viral load, transport to a 
clinic to receive treatment, and loss of earnings due to time off for 
medical visits. 

Service access also is unevenly distributed across different popu-
lations. Adolescents who have lower treatment access and higher 
mortality rates are especially susceptible to poorer response to 
treatment and higher rates of loss to follow-up in the health system 
(60, 61). According to surveys of men who have sex with men, 
services and resources remain markedly low in many settings. 
Some estimates suggest that fewer than one in 10 men who have 
sex with men worldwide have access to the most basic package 
of HIV services (59). This often is because sevices either are not 
sensitive to the needs of the specific community or they are not 
led by community members. Similar trends are observed for sex 
workers, people who inject drugs and transgender people. Policies 
that make people who are currently using drugs ineligible for 
antiretroviral therapy or require contraception as a prerequisite 
for accessing antiretroviral medicines for women living with HIV 
further exacerbate the antiretroviral treatment coverage gap.

THE HIV PREVENTION GAP

Although young women and girls (aged 15–24 years) in 
sub-Saharan Africa are twice as likely to be newly infected with 
HIV as their male peers, few programmes comprehensively and 
directly deal with this. Even knowledge of the most basic HIV 
prevention services is not universal among young women and 
adolescent girls. 

Sexuality education is lacking, even in countries with the highest 
HIV rates. There are relatively few examples of scaled-up, 
sustainable programmes within educational curricula (62). It is 
girls in countries where the female school dropout rate at the end 

of primary school is high who are most affected by missing out 
on sexuality education: school dropout and early onset of sexual 
activity are associated with higher risk of HIV among young 
people (63).
The number of children receiving age-appropriate education on 
sexual health topics is likely to be lower than officially reported. 
Even in countries where HIV and sexuality education is included 
in the curriculum, there is no guarantee that it is taught, especially 
if the topics are sensitive (64, 65).
HIV prevention efforts among key populations have a long way to 
go. Coverage of basic HIV prevention services among sex workers 
is insufficient globally. Condom use at last commercial intercourse 
is reported by a median 85% of sex workers from 117 country 
reports; more critically, just over half of sex workers (56%) 
reported being tested for HIV and learning their status in the  
past 12 months. Fifty-five out of 126 countries had testing  
coverage below 50%; of that number, 25 were below 25%. Sex 
workers and their clients account for between 3% and 36% of  
new HIV infections in 10 countries in sub-Saharan Africa and 
need special attention. 

Prevention services have failed to adapt to changes in the way 
transactional sex occurs. Brothel-based condom distribution, 
considered the gold standard of HIV prevention among sex 
workers early in the AIDS epidemic, has not kept pace with the 
shift from brothels to other high-risk venues (such as nightclubs, 
bars and encounters arranged through the use of mobile phones 
and the Internet)(66). The situation is even more serious for male 
and transgender sex workers (67).

Data compiled by UNAIDS from 136 low- and middle- income 
countries shows that investment in 2013 in programmes for sex 
workers, men who have sex with men and people who inject drugs 
accounted for just 1.4% of total AIDS spending and just 7.5% of 
spending on prevention programmes. In countries where the HIV 
epidemic is concentrated in key populations, spending on targeted 
programmes accounted for only 2.6% of the total and 12% of 
prevention investments. 

Many countries spend nothing at all on these three groups: out 
of 136 low- and middle-income countries, only 57% reported 
spending on programmes targeting sex workers. For men who 
have sex with men and people who inject drugs, the figures were 
51% and 38%, respectively. Where spending is reported, interna-
tional donors often disproportionally fund the AIDS response, 
with less than 20% coming from national government budgets. 

There is a significant scope to revise fund allocation in countries. 
Better geographic and population targeting may increase efficiency 
and achieve maximum impact. Analysis of HIV programme 
spending in Belarus, for example, found that by tripling national 
spending on programmes targeting men who have sex with men 
and doubling spending on programmes for female sex workers, 
new HIV infections could be cut by 27% by 2020. 

Resource needs for treatment, care and support 
for Africa, 2015Ð2030

Source: UNAIDS, unpublished analysis.
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THE HARM REDUCTION GAP

Despite the proven efficacy and cost-effectiveness of needle 
and syringe exchange programmes for reducing risky injection 
behaviour and the risk of HIV transmission among people who 
inject drugs, only 82 countries had implemented such programmes 
by 2009, and most distributed an insufficient number of syringes 
per drug user per year (68–71).

In eastern Europe and central Asia, people who inject drugs and 
their partners are given lower priority and service coverage than 
other populations where the burden of disease is significantly 
lower. Most countries in the region do not provide harm reduction 
services at a significant scale, and the recent humanitarian crises 
and conflicts (such as in Ukraine) have disrupted harm reduction 
services in locations where such services existed.

THE CONDOM AVAILABILITY GAP

Condoms—the mainstay of HIV prevention since the beginning of 
the AIDS epidemic—are scarcely available in many places where 
needed. In sub-Saharan Africa, only eight condoms were available 
per year for each sexually active individual. Among young people, 
condom access was even lower. 

Condom availability varies both from country to country and 
within countries. In South Africa, for example, four times more 
condoms per person were distributed in the Western Cape 
province than in Kwazulu-Natal, despite HIV prevalence being 
much lower. Condoms are the inexpensive HIV prevention option, 
yet global availability and demand is far less than optimal.

THE FUNDING GAP

The world has reached the global investment target of 
US$ 22 billion by 2015. However, more resources are required for 

achieving the end of the AIDS epidemic. Globally, an additional 
US$ 8–12 billion needs to be available annually by 2020 to meet 
the Fast-Track Targets for 2020 and 2030. This would produce 
benefits of more than US$ 3.2 trillion—benefits that extend well 
beyond 2030. 

There is a strong perception that donor funding has reached its 
limits. This is far from the truth. Many donor countries have 
the ability to invest much more than they currently do. Among 
high-income countries, only four have a share of the global 
response that exceeds their share of world GDP: Denmark, 
Sweden, the United Kingdom of Great Britain and Northern 
Ireland, and the United States. A more ambitious, yet still feasible, 
approach would be to ensure that all donor countries contribute an 

Access to needleÐsyringe programmes 
Needles per person per year

Condom distribution compared with HIV prevalence:  
numbers of condoms distributed per man in 2011 and HIV prevalence among adults (15Ð49 years) in 2012, 
by province in South Africa

Source: Adopted from Degenhardt L et al. What has been achieved in HIV pre-
vention, treatment and care for people who inject drugs, 2010Ð2012? A review of 
the six highest burden countries. Int J Drug Policy. 2014 Jan;25(1):53Ñ60.

Source: Condoms distributed per man aged 15 years and older: South Africa 
District Health Information System Database [online database]. Pretoria: National 
Department of Health; 2011 (http://indicators.hst.org.za/healthstats/183/data).
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www.hsrc.ac.za/en/media-briefs/hiv-aids-stis-and-tb/plenary-session-3-20-june-
2013-hiv-aids-in-south-africa-at-last-the-glass-is-half-full, accessed 3 July 2015).
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amount per capita that is at least equal to the per capita contribu-
tions of leading donors.

Studies of fiscal space have concluded that low-income countries 
with high HIV prevalence have the ability to allocate domestic 
resources of up to 2% of gross domestic product (GDP) to the 
AIDS response without compromising other sectors. However, 
resource needs for the response exceed 2% of GDP in several 
countries, underscoring the urgency of continued donor engage-
ment. Also, since the transition towards greater country funding 
will take time, even for the most highly motivated countries, 
continued engagement of international donors is essential.

At the same time, it is imperative that domestic investments 
increase. In 2014, domestic resources constituted 57% of the total 
resources available for AIDS in low- and middle-income countries. 
The majority share of that amount rightly came from upper-
middle-income countries. These countries also are facing high 
costs, and lower political will make it difficult to scale up or even 
maintain services at high levels. 

But there are several options available to mobilize these resources. 

THE CIVIL SOCIETY AND HUMAN RIGHTS 

FUNDING CRISIS

A large number of civil society organizations—especially those 
involved in advocacy, community networking, human rights  
and delivering services for key populations—are facing  
significant rollbacks in funding. As HIV programmes become 
more mainstream, donors are focussing their attention on 
commodities and systems. 

Funding for civil society advocacy, human rights and key popula-
tion-related responses relies heavily on international donors: very 
little domestic funding reaches civil society and other stakeholders 
to undertake this crucial work. 

The recent decisions of many international donors (including  
the Global Fund) to transition out of funding middle- and  
upper-middle-income countries after 2017 will leave much of  
this important work unfunded. It will be impossible to reach 
global targets to end the AIDS epidemic without addressing 
human rights and access to services for those most vulnerable  
and marginalized.

Programmes to increase access to justice and reduce stigma and 
discrimination—and investments to make mainstream health and 
social institutions more inclusive—often fail to go beyond HIV 
status and also target key populations (72). The most vulnerable 
people have been ill-served by legal protection and rights for a 
long time, and being marginalized, they are in a weak position to 
advocate for themselves or seek redress. Resources and funding 
are needed to train service providers (both HIV and mainstream 
health services) on the specific health and social needs of key 

populations, but resources also are needed to sensitize service 
providers on the importance of serving key populations with 
dignity and respect for their human rights.

It is concerning that funding for HIV-related legal and human 
rights programming appears to be at a juncture, with signs that 
traditional HIV donors and human rights donors are shifting 
responsibility to each other, and a great deal of important work 
is falling through the cracks. While governments are increasing 
domestic funding to AIDS responses, that increase does not 
include increases in funding for advocacy, human rights or key 
population-related responses.

AIDS EPIDEMIC IS NOT OVER,  

BUT IT CAN BE

Ending the AIDS epidemic is possible and within reach,  
but only if the gaps are closed.

Source: UNAIDS KFF report, July 2015. International assistance  
from donor governments 2014.

Matching per capita contributions of  
the leading donors 
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Low-income  
countries 

 

Democratic Republic of  

the Congo, Ethiopia,  

Haiti, Malawi, Mozambique, 

Uganda, United Republic 

of Tanzania and Zimbabwe.

External support will be required by 

most countries. These countries suffer 

from limited budgetary means and low 

public spending on health. 

Gaps could be significantly reduced 

by 2020 through increased budget 

allocations for HIV, earmarked taxes 

and efficiency savings.

Borrowing is not a credible option for 

most due to size and duration of the 

financial requirements. 

All countries need donor support with 

emphasis on financial aid and service 

delivery reform. The Democratic 

Republic of the Congo, Haiti, Malawi 

and Mozambique will need continued 

financial support.

Lower-middle-income  
countries 

Chad, C�te dÕIvoire, India,  

Indonesia, Kenya, Nigeria, 

Lesotho, Pakistan, South 

Sudan, Swaziland, Ukraine, 

Viet Nam and Zambia.

Most can cover HIV needs with a mix 

of earmarked taxes and efficiency  

savings in the short term (next  

five years).  

All countries have fiscal space to  

implement an earmarked tax for HIV. 

 

 

Concessional borrowing is an option 

for a few countries. 

 

Cameroon, Swaziland and Zambia 

would need continuous donor  

financial support. 

 

 

 

Chad, Ivory Coast, Kenya, Lesotho, 

Nigeria, Pakistan, South Sudan  

and Ukraine would need donor  

support with an emphasis on service 

delivery reform.  

India, Indonesia and Viet Nam  

would need less donor support than 

the other countries.

Upper-middle-income 
countries  

 

Angola, Brazil,  

China, Jamaica,  

Iran (Islamic  

Republic of) and  

South Africa.

All countries can benefit from a mix  

of strategies, including budgetary  

targeting, efficiency gains and  

earmarked taxes (although the  

most important is efficiency gains).

All countries have scope and reason 

to borrow at concessional rates to fill 

their resource needs. 

Countries with developed health  

systems can benefit from integrating 

HIV into health financing schemes.

All should be able to transition  

from donor funding.  

 

 

 

Angola, Brazil, Jamaica and South 

Africa would need donor support with 

emphasis on service delivery reform. 

 

Donor support also should be  

considered for key populations and 

hybrid lending mechanisms.

Financing options for 28 Fast-Track  
low- and middle-income countries
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THE NEXT 15 YEARS  
APPLYING LESSONS  

LEARNED

Ending the AIDS epidemic by 2030 as  

part of the sustainable development goals. 
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APPLYING  

LESSONS  

LEARNED 

The AIDS response has a single priority for the next  
15 years: ending the AIDS epidemic by 2030. 

Modelling by UNAIDS and its partners demonstrates that this 
ambitious goal is possible (1). Success—the dramatic reduction 
of HIV infections, discrimination and AIDS-related deaths, and 
thereby the end of the epidemic as a public health threat in any 
population or country—will stem a tremendous tide of human 
suffering and loss of life. 

Ending AIDS will also catalyse progress across the sustainable 
development goals (SDGs) for 2030. By confronting the  
way in which legal, political and social environments create  
risk and vulnerability, ending AIDS will drive more inclusive  
and just societies.

The gains made by the AIDS response are significant but fragile. 
Fifteen years of concerted progress has rolled back HIV to  
levels seen in 1990. However, if we simply continue at the  
current pace, the epidemic will bounce back to the levels seen  
at its peak in 1997. 

The world will not end the AIDS epidemic through a simple 
extension of current efforts. Not only must the response stave off 
complacency, backsliding and political disinterest, but it must 

urgently and rapidly scale up over the next five years, paying 
particular attention to reaching fragile communities.

That is why the next five years must be about focus, speed and 
equity if we want to achieve exponential impact—impact that is 
irreversible and sustained. The AIDS response has to be put on the 
Fast-Track. It requires countries to recalibrate their programme 
design to make their responses flexible, suited to subnational 
epidemiological realities and responsive to the needs of people 
living with HIV and populations left behind.

If they do this, countries can reach the point where new HIV 
infections and AIDS-related deaths decline exponentially. This will 
bring us to a turning point in the epidemic where the number of 
new HIV infections are fewer than the number of AIDS-related 
deaths. Achieving this milestone will generate the maximum 
impact for the resources invested, and it will result in substantial 
future cost savings.

THE RETURN ON INVESTMENT

Ending AIDS makes economic sense: with rapid progress in 
preventing new infections and keeping people living with HIV 
alive and healthy, billions of dollars in future health-care costs and 
economic loss can be avoided.

Implementing the Fast-Track approach will generate a return of 
investment of nearly US$ 17 for every US$ 1 invested by 2020. 
Globally, it is expected to avert 28 million new HIV infections 
and 21 million AIDS-related deaths between now and 2030 
through the Fast-Track approach. The reduction in new HIV 
infections alone will avoid nearly US$ 24 billion in HIV treatment 
costs. The cost of inaction or maintaining status quo, however, 
will be an unsustainable AIDS response that is characterized by 
increasing new HIV infections and AIDS-related deaths, and by 
spiralling costs.

ASSESSING THE ENVIRONMENT

Much of the success of the AIDS response over the next 15 years 
will be determined by the extent to which it is able to adapt to and 
leverage broader trends and developments in local, national and 
global contexts. Looking forward, predicted economic growth 
in low- and middle-income countries will create fiscal space for 
increased domestic spending on health as shifting geopolitical 
poles of power increasingly reject traditional models of interna-
tional cooperation and governance. 

Evolving forms of global health cooperation promoted by 
emerging middle-income country donors, including South–South 
cooperation and transfers of cost-effective health solutions, are 
likely to become increasingly prominent as critical elements of a 
global partnership for sustainable development. 

While rapid economic growth is propelling low-income countries 
into middle-income status, stark inequalities are expanding. Today, 
over 70% of poor people live in middle-income countries (2). Even 

By 2020 By 2030

90Ð90Ð90  
Treatment

95Ð95Ð95
Treatment

500 000
New HIV infections 
or fewer

200 000
New HIV infections 
or fewer

Zero
Discrimination

Zero
Discrimination
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When one thinks of the numerous achievements made over 

the past 15 years in the AIDS response, the natural reaction 

would be to say more people accessing treatment, more 

lives being saved, more babies being born HIV-free.  

These are all monumental achievements worthy of the 

highest recognition.

I am presenting an unorthodox response, however, but 

still a response that must be considered when discussing 

one of our biggest AIDS achievementsÑcreation of strong 

health-care platforms. Strong health-care platforms are the 

backbone of our AIDS response efforts. Without them, we 

would not be able to provide the testing, treatment and 

care necessary to save lives.

When the United States PresidentÕs Emergency Plan 

for AIDS Relief (PEPFAR) went to countries to establish 

health systems, it did so with the mission of building a 

one-stop shop for services. People can get tested; if they 

are diagnosed with HIV, they are immediately linked to care 

and provided with counselling on how to stay on treatment 

and in care. PEPFAR has also trained thousands of health 

workers and strengthened countriesÕ capacity to train and 

deploy health workers locally.

PEPFAR programmes have helped countries that were 

overwhelmed dealing with AIDS not only to stabilize the 

situation on the ground but also to then go on to develop 

the capacity to deliver essential services for all the needs 

of their people. Through co-investment with local govern-

ments, PEPFAR has rebuilt hospitals and clinics; increased 

the quality and quantity of trained health-care workers; 

established patient information systems and quality labo-

ratories; and strengthened commodity procurement and 

distribution systems.

These focused co-investments are enabling access to basic 

health care, often where little or none existed before. That 

has translated into reductions in maternal, child and tuber-

culosis-related mortality, increased use of antenatal care, 

wider availability of safe blood and improved immunization 

rates, leading to higher rates of child survival. As a result, 

we are not only saving lives but also helping people to live 

longer than ever before. Life expectancy for people on 

treatment is now 78 years, virtually the same as for people 

who are not living with HIV.

Now that countries have these platforms in place, they can 

move to the next level of health-care needs that we are 

tackling across the globeÑnoncommunicable diseases. 

Treating them has taken on a new sense of urgency. 

Previously they were thought to afflict only affluent  

nations, but they are now impacting on low- and middle-

income countries as well. Noncommunicable diseases are 

now the leading cause of death and disability in low- and 

middle-income counties, with almost 8 million people 

aged under 60 years having died from noncommunicable 

diseases in 2013.

What do noncommunicable diseases have to do with health 

platforms established at the height of the AIDS epidemic in 

developing nations? Everything. As the Council on Foreign 

Relations Task Force on Noncommunicable Diseases 

concluded in a recent report, ÒThe international programs 

established during the past decade primarily to address 

HIV/AIDS and other infectious diseases provide a positive 

legacy on which to build.Ó The one-stop shop for HIV 

services should be a one-stop shop for accessing basic tests 

that people living with HIV and people not living with HIV 

should be receiving regularly.  

THE MOST  

OVERLOOKED  

ACHIEVEMENT OF  

THE AIDS RESPONSE 

ERIC GOOSBY 
Professor of Medicine and Director of Global 

Health Delivery and Diplomacy,  
University of California, San Francisco 

United Nations Secretary-General’s  
Special Envoy on Tuberculosis  

Former United States Global AIDS Coordinator
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with predicted economic progress, middle-income countries are 
still likely to be home to half of all people living on less than US$ 2 
per day by 2020, and they will continue to carry the bulk of the 
global burden of disease, including 70% of people living with HIV. 

These findings reveal that the traditional way of viewing disease 
distribution within the boundaries of the world’s poorest 
countries as a way to direct resources to respond to those 
diseases is no longer relevant. Coupled with truly global health 
challenges—including rising rates of noncommunicable diseases, 
viral outbreaks, and climate change- and migration-related 
health challenges—that affect communities across rich and 
poor countries, global health must be increasingly attuned to 
the geography of risk and vulnerability, which both transcends 
national borders and varies within them. 

By 2020, 56% of the world population will live in urban settings, 
where HIV prevalence is higher and poverty is growing faster than 
in rural areas. Nearly all (about 90%) of the world’s urban popula-
tion growth between now and 2030 is expected to be in developing 
countries, mostly in Africa and Asia. This will require relevant 
health and development approaches that respond to the needs of 
vulnerable youth, the urban poor and populations at higher risk 
of HIV (such as people who inject drugs, sex workers, gay men 
and other men who have sex with men, and transgender people). 
Furthermore, 1 billion people are living in urban slums, which 
are typically overcrowded, polluted, dangerous and without basic 
services (such as clean water, durable housing and sanitation).

Gender inequalities, harmful gender norms and entrenched 
attitudes and behaviours will continue to drive HIV epidemics. 
Unequal access to education (including HIV education), lack of 
economic security, and controlling or violent behaviour towards 
women undermine the ability of women to take control of their 
own sexual health and access HIV services. The 2015 Political 
Declaration of the United Nations Commission on the Status of 
Women recognizes that no country has fully achieved equality for 

women and girls, and it pledges to strive for the full realization of 
gender equality and the empowerment of women by 2030 (3).

New and revolutionary tools will continue to drive people-centred 
progress. Social media and mobile technologies will increasingly 
be utilized to address limitations in service delivery systems, 
provide a potentially cheap and efficient way to monitor real-time 
programmatic gaps and progress, equip communities with data, 
enhance community participation in the public sphere and extend 
community agency over development-related decision-making. 

Amidst this rapidly shifting environment, the international 
community has drafted—and is likely to endorse—a post-2015 
development agenda that includes a set of SDGs as successors to 
the Millennium Development Goals (MDGs). Poverty eradica-
tion remains at the heart of the new agenda, within the context of 
building global prosperity and sustainability, and with the recog-
nition that success will hinge on progress across a range of health 
and development challenges.

Within Goal 3 of the SDGs—“to ensure healthy lives and promote 
well-being for all at all ages”—the international community will 
commit to “end the epidemics of AIDS, tuberculosis and malaria 
by 2030.” The focus on integration and multisectorality in the 
post-2015 development agenda may expand the latitude for action 
to address underlying social and economic determinants of HIV 
risk and vulnerability.

THE NEW ABC

Every new HIV infection—and every case of untreated HIV 
infection—has the potential to cause AIDS-related morbidity and 
mortality. They also can lead to further new HIV infections—and 
each new HIV infection adds to the already wide gap between 
the number of people living with HIV and the number of people 
accessing HIV treatment. 

The business case for the Fast-Track approach is straightforward: 
the sooner the majority of people living with HIV access treatment 
and achieve viral suppression—and the faster populations at risk 
use HIV prevention services in locations of high HIV burden—the 
fewer future new HIV infections and deaths that will occur. 

Evidence from the global AIDS response has shown that: 

(A) viral suppression + (B) reduced stigma and discrimina-

tion + (C) utilization of prevention methods = reduced new 

HIV infections and AIDS-related deaths.

A (viral suppression) 
More people living with HIV who are virally suppressed = more 
people living with HIV who are healthy and less likely to transmit 
HIV = fewer AIDS-related deaths and new HIV infections.

B (reduced stigma and discrimination)  

Greatly reduced stigma and discrimination = more  
people able to access HIV prevention and treatment services.

The Fast-Track approach 
Decline in new adult HIV infections

Source: Fast-Track: ending the AIDS epidemic by 2030. Geneva: UNAIDS; 2014.
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ÒThe goal of an AIDS-free 
generation may be  
ambitious, but it is  
possible with the  
knowledge and  
interventions we have 
right now. And that is 
something weÕve never 
been able to say without 
qualification before.  
Imagine what the world 
will look like when  
we succeed.Ó

HILLARY RODHAM CLINTON
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Reminder of our past and current commitment 

Ever since the beginning of the epidemic, Paris has been 

committed to the response against AIDS, embracing the 

rights of people affected by the disease and challenging 

discrimination in Paris and across the globe. It has done so 

by putting itself on the side of the most severely affected 

nations and the countries that possess the least resources. 

Every year, the city of Paris makes it possible for more than 

50 000 people to access treatment and for 500 000 people 

to have access to prevention services and to participate in 

awareness and testing programmes. 

The situation in Paris 

Paris is home in particular to three key populations: men 

who have sex with men, people who inject drugs and immi-

grants from sub-Saharan Africa. 

Paris has responded to the epidemic among people who 

inject drugs though harm reduction services and will soon 

open a harm reduction centre that will safeguard the dignity 

of users and provide access to prevention programmes. 

The epidemic among men who have sex with men has not 

decreased, despite prevention programmes and increased 

care and treatment. 

Infections among people from sub-Saharan Africa are 

not increasing, but nonetheless remain too high given the 

available resources for prevention, and late testing means 

that people cannot benefit from treatment. 

New strategies based on scientific advances  

Recent scientific advances are offering us new tools to 

drastically lower the curve of the disease, aiming to attain 

90-90-90 by 2020 and 95-95-95 by 2030. Reaching the 

three treatment targetsÑ90% of people living with HIV 

knowing their HIV status, 90% of people who know their HIV 

status accessing treatment and 90% of people on treatment 

having suppressed viral loadsÑwill reduce transmission of 

the virus on a global scale.

We will introduce pre-exposure prophylaxis to respond to 

the prevention needs of people at higher risk.

We aim to scale up HIV testing in order to offer treatment 

as early as possible and to introduce immediate treatment 

combined with social assistance to keep people benefiting 

from health-care services and help them live full and 

satisfying lives. 

Our commitment 

Together with UNAIDS, the International Association of 

Physicians in AIDS Care, UN-Habitat and nearly 100  

metropolitan centres and cities across the world, we  

share the fundamental conviction that, faced with the  

AIDS epidemic on a worldwide scale, cities around the 

world are essential actors that can contribute to efforts 

to end the AIDS epidemic. Thanks to scientific advances, 

activism and unflagging political commitments, this 

objective can be realized. 

Much remains to be accomplished. In Paris, we are  

determined to fully assume our responsibilities and to  

prove ourselves equal to the challenges and live up  

to our commitments.  

OBJECTIVE 90Ð90Ð90 

BY 2020:  PARIS RISES 

TO THE CHALLENGE

ANNE HIDALGO 
Mayor of Paris
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C (utilization of prevention methods) 

More access and utilization of effective HIV prevention  
methods = fewer people acquiring HIV.

When A + B + C are achieved in a compressed time frame in areas 
where the burden and risk of HIV is high, they stifle the ability of 
HIV to thrive and spread. 

FORGING THE PATH: PRIORITIES TO GUIDE 

ACTION OVER THE COMING YEARS

Drawing from accumulated experience in the AIDS response over 
the past three decades—and guided by a new global development 
agenda that presents a range of entry points and opportunities for 
joint cross-sectoral action—a set of seven priorities should be at 
the heart of future efforts. These interconnected and interdepen-
dent priority actions will determine the trajectory of the epidemic 
and the global community’s ability to usher in the end of the AIDS 
epidemic as a public health threat by 2030: 

Strive towards 95Ð95Ð95 by 2030 (95% of people living 
with HIV knowing their HIV status; 95% of people who know 
their HIV status accessing treatment; 95% of people on treatment 
having suppressed viral loads, so they remain healthy). Rapidly 
scaling up HIV testing, treatment and adherence will rely on 
community-based services, including point-of-care diagnostics 
and viral load monitoring, smart integration with health and social 
services to address people’s holistic needs, and national, regional 
and global collaboration to reduce the cost of antiretroviral 
medicines. Scaling up quality and equitable access to treatment 
will save lives and prevent new infections.

Rapidly scale up bold, multifaceted prevention 

programmes that prioritize the most effective interventions and 
target the populations most in need. 

Mobilize, resource and politically empower people living 
with HIV, young people and other key populations and commu-
nities as a force for transformation in the governance, design and 
implementation of the response. 

Ensure healthy mothers and thriving babies sustaining 
efforts for preventing mother-to-child transmission of HIV 
and galvanizing action through the Every Woman, Every Child 
movement. Scale up and prioritize a package of high-impact 
interventions, strengthening health systems and integrating efforts 
across diseases and sectors. 

Empower women and girls through a range of multisectoral 
interventions that are scaled up to allow women and girls to 
control their bodies and economic and educational decisions.

Ensure human rights standards for HIV, health and 

development are met or exceeded in order to end the stigma, 
discrimination and inequalities faced by people living with HIV 
and vulnerable populations (including gay men and other men 
who have sex with men, sex workers, persons who use drugs, 
transgender people and prisoners). This will be central to ending 
the AIDS epidemic and restoring dignity to fragile communities.

Catalyse science, innovation and technology for people-
centred solutions. These range from local production of medicines 
to enhance commodity security to new ways of ensuring that 
services reach people and support treatment adherence.

TOWARDS AN END

No one would have predicted how far we have come in the AIDS 
response during the past 15 years. As we entered the twenty-first 
century, the AIDS response was in crisis. Thanks to activists and 
advocates, political leadership was remobilized and action and real 
resources began to flow at levels never seen before. 

Witnessing change had a galvanizing impact on goals and aspi-
rations of the AIDS movement. In 2000, when the MDGs were 
established, the odds were against the AIDS community meeting 
the goals by 2015. The AIDS movement has proved people wrong 
time and again, however, and the goals were met. 

Now is the time to move the bar even higher. To do so, we must 
dramatically change the status quo in terms of both resources 
and efforts. Simply put, we will not end the AIDS epidemic by 
continuing business as usual. We have to urgently and rapidly scale 
up our efforts over the next five years. 

As we set our hearts and our minds on the next 15 years of action, 
we must remember that we would not have come this far if it 
wasn’t for the AIDS advocacy movement. The AIDS movement has 
always been a people-centred movement. It was never just about 
the disease: it has been the faces behind the disease that have kept 
everyone focused and moving forward. It is the cry not only for 
prevention, treatment and care, but for dignity and respect. It is 
the red ribbons that people still wear to honour those living with 
HIV and those who have left this world. It is the lights shining on 
monuments around the world on World AIDS Day. 

It is knowing that one day the ribbons will be gone and the lights 
will be dimmed as the world celebrates ending the AIDS epidemic. 
What a wonderful day that will be. We will still need the AIDS 
response in some form in 2030; even if we “end the epidemic”, 
there will be tens of millions of people living with HIV.
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 Increase access to sexual health information 

through high rates of connectivity. Use new 

technologies to rapidly expand school-based 

and online formal education.

 Social protection. Put money in the hands of 

mothers and adolescent girls.

 Reform policies and laws. Instigate policy 

change in favour of public health and human 

rights; remove HIV-related travel restrictions  

and laws that criminalize same-sex relations,  

sex work and drug use. 

 Men and boys. Engage men and boys in 

treatment and prevention, improving male 

health-seeking behaviours and ending harmful 

gender norms.

 Ensure unrestricted access to undocumented 

migrants. Enable access to universal health 

coverage, no matter a personÕs status. 

 Rapid, affordable, multidisease diagnostics. 

Catalyse the development and scale-up of 

innovative diagnostics and viral load tests that 

can be used at home and in the community; 

make use of personal health monitoring devices.

 Financial sustainability through a Global health 

Equity Fund. Sustain HIV investments over the 

long term. While costs will reduce over the long 

term, they will not disappear; a new architecture 

for ensuring sustainability of funding for health  

is required.

 Vaccine and cure. Create a long-lasting 

antiretroviral medicine, functional cure and a 

vaccine that provides adequate protection.

 Focus and prioritization. Enable high-impact 

countries, cities and districts to adopt an 

investment approach, focusing resources on 

the most effective programmes and on the 

populations and geographical settings where 

need is greatest.

 Front-loading investments. Broker sustainability 

transition plans based on countriesÕ ability to 

pay. Introduce innovative financing, such as 

financial transaction taxes, financial transparency 

or new means to send money that reduce the 

transfer cost of remittances. 

 Delivery and implementation science. 

Strengthen the evidence base on policy and 

programmatic interventions that address shared 

determinants of vulnerability, promote dignity 

and deliver gains across several SDGs.

 City leadership in the AIDS response.  

Encourage local decision-makers to foster  

the integration of public policies, sustainability 

innovation and the development of new forms  

of participatory governance.

 Universal health coverage. Build on AIDS service 

delivery platforms to integrate sexual and 

reproductive health rights, maternal and child 

health, and noncommunicable diseases. 

 Medicines. Ensured sustained access to 

affordable medicines by addressing barriers  

to access at all levels.

 Integrated health services. Integrate  

services so that people can access  

comprehensive services in one place at  

the same time as appropriate. 
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15 transformations in the next five years: 
towards ending the AIDS epidemic by 2030 
To get on the Fast-Track for ending AIDS and to make the best use of 
the fragile five-year window for acceleration, a set of 15 transformations 
are needed within the next five years.



439

ÒMay your choices  
reflect your hopes,
not your fears.Ó

ÒA good head  
and good heart are  
always a formidible  
combination.Ó

NELSON MANDELA
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I am a young woman living with HIV. 

When I was a teenager, I never talked about my body to  

my family or with my teachers. I had nobody to ask 

questions about the problems that I faced. I have been  

living with HIV for six years; I am HIV-positive because of  

a lack of information. 

When I wanted to test for HIV, they said I must be accom-

panied by a parent. I was afraid; I didnÕt want my parents 

to know. I felt like I had no rights over my body. My parents 

and my society wanted to distance themselves from me. 

Disclosing myself as a young woman living with HIV is 

constantly challenging. ItÕs not only about HIV, but about 

peopleÕs judgement of my sexual behaviour. Health workers 

ask a thousand questions. ÒWhy are you infected with HIV 

so young?Ó When I wanted to do a Pap smear test, I was 

told I could not, because IÕm not married, even though I was 

sexually active with my partner.

HIV cannot be solved by science alone. Because of the 

stigma of HIV, we need to include people living with HIV  

in the response. When we talk about mothers living with 

HIV, you cannot separate us from our children: mothers 

living with HIV and their children both must have equal 

access and support. 

ACCESS TO  

OUR FUTURE

AYU OKTARIANI 
Board member of the Indonesian Positive Woman’s 

Network and focal point for YouthLEAD and 
Women Living with HIV in Indonesia

Antiretroviral medicines alone cannot stop new HIV  

infections. Scientists need to work with those of us who  

understand why science has failed us. We need to be 

engaged in HIV education programmes in schools and in 

clinics where people are diagnosed, so that people who test 

positive do not live for years in shame and denial. 

In several years, my daughter will be an adolescent. I want 

to live in a world where adolescents like her can access 

servicesÑincluding treatmentÑwithout being discriminated 

against because of age and without having to get approval 

from a parent. ItÕs unjust to restrict the rights of adolescents 

to get HIV tests simply because they are not the legal age 

or because they must get permission from their parents.

In the future, I hope that people living with HIV in my 

country and around the world cannot only access treatment, 

but health services in general. ItÕs absolutely critical for 

people living with HIVÑparticularly young people, women 

and key populationsÑto live in an environment where we 

can access employment and education, and where we can 

participate in decision-making to shape and implement HIV 

policies and programmes that affect our lives. 

IÕm asking all young people living with HIV and people  

who care about us to join hands and work together to  

make a better world, one where young people get the  

information they need and all people living with HIV are 

treated with respect.  
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Accountability

Legal 
Protection

Quality care

Ownership  
of access

Investments

Global 
standards

Global 
solidarity

Demand 
generation

Service
delivery

Drugs and 
medications

Innovation
and evidence

Governments
Policy-makers 
Law-makers

Political leaders

Donors 
Bilateral/Global  

Fund-private 
foundations

Science 
community

Health-care providers 
Doctors 
Nurses 

Community  
health-care workers

Civil society 
Community-based 

organizations 
Faith-based organizations 

Nongovernmental  
organizations (NGOs)

International NGOs

International 
organizations 

UN bodies

Social service
providers

Private sector

People living 
with HIV

Working together for success
The global AIDS response has brought together a variety of partners.  
Going forward, it is critical that we maximize collaboration and commitment  
of everyone and work in tandem to end the AIDS epidemic.
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PHOTOGRAPHS 

Our thanks for the exceptional support from Getty 
Images for the photographs on pages 12, 48–49, 78, 81, 
149, 151, 167, 169, 181, 183, 217, 219, 230, 275, 277, 
291, 293, 306, 307, 309, 339, 342, 343, 345, 348, 354, 
358, 359, 361, 387, 400, 401, 403, 407 and 430–431.
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